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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la  I 

mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul.  ' I 

Cuando  necesites  i ! 

servicios  de  salud,  acude' 
inmediatamente  con  tu  f 
tarjeta  Cruz  Azul  a un  « | 
proveedor  de  servicios 
que  exhiba  el  emblema  = 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo,  ¡ 

encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor  í 

conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul  , , 
a toda  su  matrícula.  ^ ' 
l.A  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo  ' i 

a su  Gente  , f 


1 


THE,  FRANCIS  A.  COUNTWAY 
LIBRARY  Of  MIDIO — 
BOSTON 


J!IL  11 


ir.  • 

•••  ■ 


Fundado  i903 


JUNTA  DE  DIRECTORES 

JOSE  A.  NÚÑEZ  LOPEZ,  M.D. 

Presidente  Saliente 

FERNANDO  GARCIA  RIVERA,  M.D. 

Presidente 

JAIME  L.  FUSTER,  M.D. 

Presidente  Electo 

WILLIAM  GALINDEZ  ANTELO,  M.D. 
Vicepresidente 

JUAN  R.  VILARO,  M.D. 

Vicepresidente 

ENRIQUE  A.  VICENS,  M.D. 
Vicepresidente 

RAFAEL  A.  JIMENEZ  MENDEZ,  M.D. 
Secretario 

EMIGDIO  BUONOMO,  M.D. 

Presidene  Cámara  de  Delegados 

PEDRO  ALAMO  ESTRADA,  M.D. 
Vicepresidente  Cámara  de  Delegados 

MARCOS  A.  BERRIOS  DELANOY,  M.D. 
Tesorero 

FERNANDO  J.  CABRERA,  M.D. 

Delegado  AMA 

EMILIO  ARCE,  M.D. 

Delegado  AMA 

JOSE  MARTI  NUÑEZ,  M.D. 

Delegado  Alterno  AMA 

RAFAEL  BERRIOS  MARTINEZ,  M.D. 
Delegado  Alterno  AMA 

PRESIDENTES  DE  DISTRITOS  Y 

CONSEJOS 

GERARDO  S.  MARTORELL,  M.D. 

Presidente  Distrito  Este 

ARTURO  ARCHE  MATTA,  M.D. 
Presidente  Distrito  Central 

RAUL  CASTELLANOS,  M.D. 

Presidente  Consejo  de  Salud  Pública 

EDUARDO  C.  ROBERT,  M.D. 

Presidente  Distrito  Sur 

CRISPULO  RIVERA  OFRAY,  M.D. 
Presidente  Distrito  Noreste 

HECTOR  L.  ¿ACERES,  M.D. 

Presidente  Consejo  Medicina  de  Gobierno 

JOSE  C.  ROMAN  DE  JESUS,  M.D. 

Presidente  Distrito  Occidental 

JOSE  G.  RIGAU  MARQUEZ,  M.D. 
Presidente  Consejo  de  Política  Pública 

HECTOR  L.  COTTO  TORRES,  M.D. 
Presidente  Consejo  de  Servicios  Médicos 

ANGEL  M.  ROMAN,  M.D. 

Presidente  Distrito  Norte 

MARTIN  A.  IGUINA  MORA,  M.D. 
Presidente  Consejo  Judicial 

MANUEL  PEREZ  ROIG,  M.D. 

Presidente  Consejo  de  Relaciones  Públicas 

JUAN  R.  COLON  PAGAN,  M.D. 
Presidente  Consejo  Educación  Médica 

RITA  M.  DIAZ,  M.D. 

PRESIDENTES  DE  SECCIONES 

SERGIO  LOPEZ  CORREA,  M.D. 

JULIO  WESTERBAND,  M.D. 

Alergia  e Inmunología 

Medicina  de  Deportes 

Ortopedia  y Traumatología 

BELISARIO  MATTA  DE  JUAN,  M.D. 

JUAN  GONZALEZ  DIAZ,  M.D. 

OTTO  CORRETJER,  M.D. 

Anestesiología 

Medicina  de  Emergencia 

Otorrinolaringología, 

JOSE  E.  SOLER  ZAPATA,  M.D. 

CANDIDO  MARTINEZ  MANGUAL,  M.D. 

Cirugía  de  Cabeza  y Cuello 

Cardiología 

Medicina  Física  y Rehabilitación 

EDUARDO  DE  LEON,  M.D. 

JUAN  R.  VILARO.  M.D. 

ISRAEL  GANAPOLSKY,  M.D. 

Patología 

Cirugía 

Medicina  Industrial 

HECTOR  R.  SANTIAGO,  M.D. 

JUAN  R.  VILARO,  M.D. 

SYLVIA  A.  FUERTES,  M.D. 

Pediatría 

Cirugía  General 

Medicina  Interna 

WILLIAM  GALINDEZ.  M.D. 

MIGUEL  VARGAS  BUSQUETS,  M.D. 

MARIO  E.  ROSA  GARCIA,  M.D. 

Psiquiatría. 

Neurología  y Neurocirugía 

Cirugía  Plástica  Estética  y Reconstructiva 

Medicina  Nuclear 

PEDRO  CARRANZA  BRANIZAR,  M.D. 

RAMON  FIGUEROA  LEBRON,  M.D. 

LUIS  E.  BONNET  ALEMAR,  M.D. 
Radiología 

Dermatología 

Neumologia 

JUAN  R.  COLON  PAGAN,  M.D. 

JOSE  A.  ROURE,  M.D. 

ANTONIO  R.  DEL  TORO,  M.D. 

Urología 

Gastroenterología 

Obstetricia  y Ginecología 

CARLOS  H.  RAMIREZ  RONDA,  M.D. 

LUIS  J.  OMS,  M.D. 

Infectología 

Oftalmología 

ASOCIACION  MEOICA  DE  PUERTO  RICO 

LETiN 


VOLTS  - NUM.  7 


JUNTA  EDITORA 

Rafael  Villavicencio,  M.D. 
Presidente 

Ramón  Figueroa  Lebrón,  M.D. 
Herman  J.  Flax,  M.D. 

José  Lozada,  M.D. 

Bernardo  J.  Marqués,  M.D. 

Carlos  H.  Ramírez  Ronda,  M.D. 
Nathan  Rifkinson,  M.D. 

José  Rigau-Pérez,  M.D. 


OFICINAS  ADMINISTRATIVAS 

Edificio  de  la  Asociación  Médica  de  Puerto  Rico 
Ave  Fernandez  Juncos  Núm  1 .105 
Apartado  9.18  7.  Santuroe 
Puerto  Rico  00908  (809)  72  l-«()9 

SUBSCRIPCIONES  Y ANUNCIOS 

Director  Ejecutivo 

Boletín  Asociación  Medica  de  Puerto  Rico 
Apartado  9187.  Santurce,  P R 00908 

Publicación  mensual.  $40  00  anuales  El  Boletín  se  distnbuye  a 
todos  los  miembros  de  la  Asociación  Médica  de  Puerto  Rico  como 
parte  de  su  cuota  anual.  . j 

Todo  anuncio  que  se  publique  en  el  Boletín  de  la  Asociación  Medica 
de  Puerto  Rico  deberá  cumplir  con  las  normas  establecidas  por  la 
Asociación  Médica  de  Puerto  Rico  > la  Asociación  Medica 

Americana.  , . . 

U Asociación  Médica  de  Puerto  Rico  no  se  hace  responsable  por 
los  productos  o servicios  anunciados  La  publicación  de  los  rnismos 
no  necesanamente  implica  el  endoso  de  la  Asociación  Medica  de 
Puerto  Rico 

Todo  anuncio  para  ser  publicado  debe  reunir  las  normas 
establecidas  por  la  publicación  Todo  material  debe  entregarse  listo 
para  la  imprenta  y con  sesenta  días  con  antenoridad  a su 
publicaaón  La  AMPR  no  se  hará  responsable  por  material  y/o 
artículos  que  no  cumplan  con  estos  requisitos 

U.S  A Advertising  Representative 
State  Medical  Journal  Advt  Bureau 
71 1 South  BIvd.  Oak  Park 

Illinois,  (0302  _ 

Todo  articulo  recibido  y/o  publicado  está  sujeto  a las  normas  y 

reglamentos  de  la  Asociación  Médica  de  Puerto  Rico  Ningún 
articulo  que  haya  sido  previamente  publicado  será  aceptado  para 
esta  publicación  La  Asociación  Médica  de  Puerto  Rico  no  se  hace 
responsable  por  las  opiniones  expresadas  o puntos  de  vista  vertidos 
por  los  autores,  a menos  que  esta  opinión  esté  claramenteexpresada 
y/o  definida  dentro  del  contexto  del  articulo 

Todos  los  derechos  reservados  El  Boletín  está  totalmente  protegido 
por  la  ley  de  derechos  del  autor  y ninguna  persona  o entidad  puede 
reproducir  total  o parcialmente  el  matenal  que  aparezca  publicado 
sin  el  permiso  escrito  de  los  autores 

Boletín  de  la  Asociación  Médica  de  Puerto  Rico  is  published  monthly  for 
$40  00  per  year  by  Asoaación  Médica  de  Puerto  Rico.  1305  Fernandez 
Juncos  Ave  , P O Box  9387,  Santurce,  P R 00908 

‘■POSTMASTER"  Send  address  changes  to  Boletín  Asociación  Médica  de 
Puerto  Rico,  1305  Fernández  Juncos  Ave  . PO  Box  9387.  Santurce,  P R 
00908 

Secord  Class  postage  paid  al  San  Juan.  P R 

USPS060000 


JULIO  1 986 


CONTENIDO 


ORGANO  OFICIAL 


280  COLUMNA  DEL  EDITOR 

280  NUESTRA  PORTADA 

EDITORIAL 

281  LA  ASPIRACION  DE  CUERPOS  EXTRAÑOS  EN  NIÑOS 

José  F.  Pascual-Barait,  M.D..  F.A.A.P. 

ESTUDIOS  CLINICOS 

282  FOREIGN  BODY  ASPIRATION  IN  PUERTO  RICAN  CHILDREN: 

REPORT  OF  83  CASES 

Manuel  Ortega.  M.D.,  José  E.  Sifontes.  M.D.,  Olga  Rosa,  MS  IV. 

Pedro  M.  Mayol.  M.D.,  Renato  Rivera,  M.D. 

REVIEW  ARTICLES 

287  COLORECTAL  ADENOMAS:  IDENTIFICATION  AND  MANAGEMENT 

Manuel  A.  Marcial.  M.D. 

CASE  PRESENTATION 

293  "GIANT  FIBROADENOMA  IN  AN  ADOLESCENT  PUERTO  RICAN 

Raúl  H Márquez-Sarraga.  M.D..  Angel  Menéndez,  M.D.,  Ivan.  Figueroa.  M.D. 

296  DIAGNOSTICO  ANGIOCARDIOGRAFICO 

Angel  F.  Espinosa-Lopez.  M.D..  Rafael  Villavicencio.  M.D.,  F.A.C.C.. 

Olga  B.  Joglar.  M.D. 

CASES  IN  PULMONOLOGY 

298  TRACHEAL  PAPILLOMA  SIMULATING  ASTHMA  IN  A CHILD 

Renato  Rivera.  M.D..  José  E.  Sifontes.  M.D..  Pedro  M.  Mayol.  M.D. 

300  C.T.  DIAGNOSIS  ^ 

Heriberto  Pagan  Saez.  M.D. 

ARTICULOS  ESPECIALES 

302  TERAPIA  OCUPACIONAL:  INTERVENCION  EN  EL  AREA  DE 

DISFUNCION  FISICA 

fleana  Rosario  Duran,  OTR,  Carmen  M.  Marcano  viera, OJH 

306  DRUGS  AND  INSOMNIA:  THE  USE  OF  MEDICATIONS  TO 

PROMOTE  SLEEP 

MEDICAL  ASPECTS  OF  NUTRITION 

311  DIETARY  FIBER  AND  COLON  CANCER 

Peter  Greenwald.  M.D..  Elaine  Lanza.  Ph.D. 

1 314  MEDICAL  SPECIALTIES  NEWS 

1 318  AMA  NEWS  , 

1 322  SOCIOS  NUEVOS 

1 323  MEDICOLEGAL  DECISIONS  J 

BIHW735ÍMAXIIIIIA 

REPRESENIHnVDAD 

ENUSMEJORES 

CONDICIONES 


BMW  735i  por  $ 735  mensuales. 
Una  oferta  especial  de  lease 
por  GELjCO  y CARIBE  BMW. 

Acceda  ahora  al  BMW  7351: 
el  automóvil  que  responde  a las 
exigencias  más  elevadas,  al 
máximo  y más  distinguido  status 
personal.  Una  perfecta 
combinación  entre  belleza 
e inteligencia.  Con  un  magnífico 
acabadlo  de  tapicería  de  cuero 
fino,  moqueta  gruesa  y paneles 
de  madera  de  calidad.  Aire 
acondicionado  con  control 


GEICO  Leasing,  Inc. 

Lideres  en  arrendamiento  de  vehículos. 

-Crra.  2,  Km.  68.  Tel.  792-9292 
Villa  Caparra.  Guaynabo. 

— Ponce  By-Pass.  Tel.  844-1330 

— Mayaguez.  Tel.  834-1054 
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LO  ULTIMO  EN  TECNOLOGIA 


Columna  del  Editor 


Es  obligatorio  comentar  en  esta  columna  la  impor- 
tancia del  artículo  principal  de  este  número  del 
Boletín;  un  estudio  de  la  Sección  de  Neumología  del 
Hospital  Pediátrico  Universitario  sobre  la  aspiración  de 
cuerpos  extraños  en  los  niños  de  nuestro  país.  La  expe- 
riencia de  14  años  de  este  grupo  de  dedicados  espe- 
cialistas es  dada  a conocer  en  el  artículo.  Ellos  detallan  en 
este  estudio  los  factores  de  riesgo,  las  características 
clínicas  y las  particulares  características  epidemiológicas 
encontradas.  Se  discute  el  tratamiento  de  esta  urgencia 
pediátrica  y se  enfatiza  el  rol  importantísimo  de  la  pre- 
vención de  este  accidente,  el  cual  sigue  siendo  demasiado 
frecuente  y con  una  mortalidad  que  debe  ser  intolerable 
en  nuestra  sociedad  a escasamente  una  década  del  año 
2000. 


El  artículo  de  repaso  del  doctor  Marcial  también  es  de 
gran  valor  práctico  y académico,  complementándose  el 
mismo  con  el  artículo  de  nuestra  sección  mensual 
“Medical  Aspects  of  Nutrition”.  Recomendamos  la  lec- 
tura de  ambos,  las  información  que  contiene  es 
aleccionadora  y en  muchos  casos  podrán  ser  beneficiosos 
para  la  salud  futura  de  muchos  lectores. 

En  adición  a los  artículos  mencionados  hay  que 
destacar  el  contenido  de  la  Presentación  de  Casos;  el 
Diagnóstico  Angiocardiográfico;  los  “Cases  in  Pulmo- 
nology”; “CT  Diagnosis”  y los  Artículos  Especiales.  Ea 
calidad  y diversidad  del  contenido  de  estos  trabajos, 
junto  con  la  excelencia  gráfica  lograda  llenan  de 
satisfacción  a esta  Junta  Editora.  El  contenido  de  este 
número  es  ejemplo  de  lo  que  debe  ser  una  revista  médica 
no-especializada  de  calidad,  la  cual  contribuye  más  al 
prestigio  médico  nacional  e internacional  de  nuestra 
Asociación  que  cualquier  otra  actividad.  Esto  no  es  una 
opinión  personal  o especulación  sino  un  hecho,  pues  el 
Boletín  lo  ha  demostrado  por  78  años  consecutivos  y lo 
ha  reafirmado  más  que  nunca  durante  los  últimos  5.  El 
que  lo  dude,  es  porque  desconoce  el  rol  de  las  revistas 
médicas  en  la  consecución  de  la  excelencia  de  la  práctica 
de  la  medicina,  o porque  no  lee  el  Boletín,  o por  ambas 
cosas. 


AAjCjajJ, 

Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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Parque  de  las  Palomas 

Acuarela  por  Da.  María  Teresa  Conde  de  Franceschi  realizada  en  el 
mismo  parque,  un  pintoresco  rincón  del  Viejo  San  Juan.  Es  lugar 
preferido  por  los  artistas  para  manifestar  sus  destrezas  dada  la  combi- 
nación de  luz,  sombra,  colores,  vida  y panorama  que  coinciden  en  tan 
pequeño  espacio. 

La  artista  es  natural  de  Zaragoza,  España  y residente  en  San  Juan  por 
más  de  veinticinco  años.  Comenzó  sus  estudios  de  pintura  en  Madrid 
durante  su  adolescencia  con  el  profesor  Don  Roberto  Sepulveda.  Allí 
participó  en  múltiples  demostraciones  de  trabajo  realizadas  por 
estudiantes. 

Al  llegar  a Puerto  Rico  en  la  década  del  cincuenta  combina  sus 
quehaceres  domésticos  con  la  pintura.  Continua  sus  estudios  con  el 
profesor  Alfonso  Arana  en  pintura  al  pastel  y luego  con  el  profesor 
Guillermo  Sureda.  La  artista  ha  participado  en  exposiciones  colectivas 
en  Puerto  Rico  así  como  en  Madrid  y actualmente  trabaja  preparando 
otra  exposición  en  la  isla. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  a la  familia  Franceschi-Condesu  gentileza  al  permitir  el  uso  de 
esta  obra  en  nuestra  portada. 
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La  Aspiración  de 
Cuerpos  Extraños  en  Niños 


La  pediatría  como  disciplina  se  caracteríza  por  su  énfasis  primordial  en  la  medicina  preventiva. 

Nosotros  como  pediatras  ofrecemos  nuestros  servicios  a una  población  joven  que  necesita  de 
nuestro  cuidado,  orientación  y consejos. 

Es  en  nosotros  los  pediátras  que  recae  la  responsabilidad  de  asesorar  a los  padres  de  nuestros 
pacientes  de  aquellas  situaciones  que  potencialmente  pudieran  ser  de  peligro  para  sus  hijos,  antes 
de  que  estas  ocurran. 

Uno  de  los  “accidentes”  que  acechan  a nuestros  niños  es  la  aspiración  de  cuerpos  extraños  con 
obstrucción  de  la  vías  respiratorias. 

La  experiencia  en  Puerto  Rico  del  Dr.  Manuel  Ortega  y colaboradores  en  el  Hospital 
Pediátrico  Universitario,  según  aparecen  publicadas  en  este  número  del  Boletín,  es  una  a la  cual 
debemos  brindar  la  importancia  que  merece.  Según  la  experiencia  de  estos  autores,  en  alrededor 
de  3 a 6 porciento  de  los  casos  la  aspiración  de  cuerpo  extraño  puede  resultaren  la  muerte  del  niño. 
En  otro  grupo  de  dichos  pacientes,  la  aspiración  del  cuerpo  extraño  puede  pasar  completamente 
desapercibida,  para  hacer  el  diagnóstico  más  tarde. 

Las  características  clínicas  y epidemiológicas  de  dicha  serie  son  comparables  a las  series 
publicadas  en  otros  países.  Sin  embargo,  a diferencia  de  estas  otras  series,  los  autores  encontraron 
una  mayor  proporción  de  aspiración  de  agujas  y otros  objetos  metálicos.  La  población  más 
suceptible  en  esta  serie  son  los  infantes,  siendo  dicho  grupo  los  que  más  problemas  suele  tener. 

Recae  en  nuestra  comunidad,  y muy  particularmente  en  los  padres  jóvenes,  el  familiarizarse  con 
esta  situación  y sus  posibles  consecuencias  funestas.  Sin  embargo  recaen  en  los  médicos,  con  la 
ayuda  de  los  educadores  en  salud,  enfermeras  y otros  profesionales  de  la  salud,  el  conscientizar  a 
dichos  padres  sobre  éste  potencial  peligro. 

Exhortamos  a nuestros  lectores  a que  junto  con  nosotros  iniciemos  una  campaña  perenne  para 
alertar  a toda  la  comunidad  sobre  esta  situación. 

¡Más  vale  un  miligramo  de  prevención,  que  un  kilogramo  de  tratamiento! 


Wv  • 


.losé  F.  Pascual-Baratt,  MD,  FAAP 
Presidente,  Capítulo  de  Puerto  Rico 
Academia  Americana  de  Pediatría 
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Esta  joya  no  la  tiene  que 
guardar  en  el  banco. 

Como  un  diamante  perfecto,  Volvo  se  destaca  entre  todos  los  carros 
de  lujo  europeos. 

Tapizados  en  piel  legítima,  que  aumenta  su  confort  y el  placer  de  guiarlo, 
al  mismo  tiempo  que  subraya  la  elegancia  de  sus  interiores. 

Sofisticado  sistema  estereofónico,  con  ecualizador  gráfico  de  cinco  bandas, 
que  le  hará  sentirse  como  en  una  sala  de  conciertos. 

Modernas  butacas  individuales  delanteras  que  se  ajustan  fácilmente  a una 
infinidad  de  cómodos  ángulos,  e incluyen  un  firme  soporte  lumbar,  que  es 
también  ajustable. 

Detalles  como  un  avanzado  sistema  de  control  de  medioambiente  y 
un  panel  de  instrumentos  y controles  diseñado  para  proporcionarle  aún 
mayor  comodidad. 

Y espléndido  funcionamiento,  extraordinaria  maniobrabilidad  e impresionante 
potencia,  que  le  proporcionarán  tanta  emoción  como  cualquier  sedán  de  su 
categoría. 

Venga  a Trébol  Motors  o a sus  dealers  autorizados  a buscar  su  nuevo 
Volvo  1986.  Porque  al  igual  que  un  diamante,  Volvo  no  ofrece  solamente 
belleza,  sino  que  es  también  una  gran  inversión. 

Por  tantas  buenas  razones  . . . 

VOLVO 

Calidad  que  no  se  discute 

■ 3 años  de  garantía  sm  límite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  días  de  la  semana  ■ Servicio  Tele  SOS 


ESTUDIOS  CLINICOS 


Foreign  Body  Aspiration  in 
Puerto  Rican  Chiidren: 
Report  of  83  Cases 


Abstract:  Eighty-three  chiidren  with  foreign  body 

aspiration  in  the  airway  were  admitted  to  the  University 
Pediatric  Hospital  of  Puerto  Rico  between  1972  and  1986. 
Mortality  was  3.6%  (3/83)  and  most  of  the  survivors 
recovered  without  sequelae.  The  epidemiologic  and  clinical 
characteristics  were  similar  to  those  of  the  series  reported 
elsewhere.  But  in  Puerto  Rico  a higher  proportion  of 
aspirated  metallic  objects  such  as  pins  and  needles  was 
encountered.  Therefore,  it  was  possible  to  detect  the  foreign 
body  by  chest  roentgenogram  in  one  fourth  of  the  cases.  The 
epidemiological  characteristics  we  have  described  in  our 
patients  may  prove  useful  in  developing  educational 
programs  geared  toward  prevention  of  these  accidents  in 
Puerto  Rican  children. 

Foreign  body  aspiration  continues  to  be  a problem  in 
the  pediatric  population,  being  the  cause  of  death  of 
more  than  500  children  per  year  in  the  United  States.' 
Unsuspected  and  undiagnosed  objects  in  the  airway 
occur  frequently.  The  most  frequent  age  range  is  between 
six  months  and  three  years.  In  clinical  practice  65%  of 
foreign  bodies  are  inhaled  by  children  aged  1 to  3 years. 
Children  in  this  age  group  have  relatively  inefficient 
airway  protective  mechanisms,  are  inappropriately 
exposed  to  particulate  food  products,  are  unable  to 
discriminate  between  what  is  safe  or  unsafe  and  have  the 
habit  of  placing  objects  in  the  mouth. ^ 

The  aspiration  of  a foreign  body  may  be  unrecognized 
or  may  be  characterized  by  a dramatic  event  associated 
with  potentially  fatal  complications.  The  possibility  of  an 
inhaled  foreign  body  should  be  considered  in  a child  who 
develops  a coughing  spell  of  sudden  onset,  or  who 
presents  with  persistent  wheezing,  or  a respiration  condi- 
tion with  an  unusual  history,  or  fails  to  respond  to  an 
adequate  treatment.  It  should  also  be  considered  in  a 
patient  with  persistent  or  recurrent  lower  respiratory 
tract  disease.^  If  there  is  any  suspicion  of  an  inhaled 
foreign  body,  chest  roentgenograms  should  be  taken  on 
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inspiration  and  expiration,  or  fluoroscopy  performed  to 
see  if  there  is  a difference  in  ventilation  between  the  two 
lungs. 

Bronchoscopy  should  be  performed  as  soon  as  possible 
in  any  patient  with  known  history  or  suspicion  offoreign 
body  aspiration.  With  the  advent  of  newer  pediatric 
bronchocospic  equipment  and  techniques,  along  with  the 
appropriate  expertise,  foreign  body  extraction  can  be 
simple,  almost  free  from  complications,  and  frequently 
successful,  thus  contributing  to  a decrease  in  morbidity 
and  mortality.'*’ 

We  can  expect  a decrease  in  the  incidence  of  foreign 
body  aspiration  and  its  complications  if  we  stress 
education  of  parents  about  accident  prevention  before 
their  children  enter  the  ages  of  high  risk  for  the  various 
accidents.  Moreover,  if  a high  degree  of  suspicion  is 
maintained  and  diagnoses  are  made  promptly  after 
aspiration,  we  may  expect  a decrease  in  the  incidence  of 
complications  and  sequelae.  Parent  education  must  be 
tied  to  the  epidemiology  of  foreign  body  aspiration  in 
each  particular  setting.  Life  styles,  cultural  patterns  and 
food  preferences  must  be  taken  into  consideration  in 
developing  an  educational  program.  The  purpose  of  this 
report  is  to  describe  the  clinical  and  epidemiological 
characteristics  offoreign  body  aspiration  among  children 
in  our  setting  and  to  discuss  current  concepts  of  diagnosis 
and  management. 

Subjects  and  Methods 

The  records  of  83  patients  with  foreign  body  aspi- 
ration into  the  lower  airway  were  reviewed.  All  of  them 
were  admitted  to  the  University  Pediatric  Hospital  in  San 
Juan,  Puerto  Rico  between  May  1972  and  April  1986. 
The  patients’  ages  ranged  from  22  days  to  16  years.  The 
presence  of  a foreign  body  was  confirmed  by  bronchos- 
copy or  laryngoscopy.  About  10%  of  our  patients  coughed 
out  the  foreign  body  spontaneously. 

Findings 

The  average  number  of  admissions  for  inhaled  foreign 
bodies  was  six  per  year  but  an  increasing  incidence  was 
ob.served  during  the  past  4 years  (10  cases  per  year). 
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Over  two  thirds  of  the  cases  occured  in  children  less 
than  three  years  of  age.  (Table  I)  Boys  outnumbered  girls 
by  a ratio  of  3:2.  Most  parents  reported  that  their  child 
had  choked  or  coughed  or  developed  acute  respiratory 
distress  while  eating,  or  had  eaten  while  playing  or 
running  (specially  peanuts),  or  had  had  “non-food” 
material  in  the  mouth  such  as  pins  or  needles.  Only  4 of 
the  patients  were  asymptomatic  (4.8%). 

TABLE  I 


Age  Distribution  of  Patients  with  Foreign  Body  Aspiration 


Age 

Number  of  Cases 

Percent 

0-12  mo 

13 

15.7 

1 - 3 y/o 

41 

49.4 

3 - 1 y/o 

8 

9.6 

5 - 12  y/o 

13 

15.7 

Over  1 2 y/o 

8 

9.6 

Total  83 


In  spite  of  clinical  evidence  of  foreign  body  inhalation, 
such  as  sudden  onset  of  choking  with  cyanosis,  persistent 
cough  and  on  and  off  wheezing,  32%  of  the  patients  with 
positive  history  of  inhalation  had  received  therapy  for 
other  pulmonary  conditions  such  as  bronchial  asthma, 
pneumonia  and  upper  respiratory  tract  infection.  On 
admission  to  our  hospital  there  was  a positive  history  of 
foreign  body  aspiration  in  81%  of  the  patients. 

Seventy-seven  per  cent  of  the  children  were  admitted  to 
our  institution  within  the  first  week  after  inhalation  or 
onset  of  symptoms;  thirty  one  percent  within  24  hours; 
19  per  cent  between  24  and  72  hours  and  about  21%  more 
than  one  week  after  inhaling  the  foreign  body.  (Table  II) 

TABLE  II 


Time  Lapse  Between  Aspiration  or  Onset  of 
Symptoms  and  Foreign  Body  Removal  or  Death 

Interval  Between  Aspiration 
or  Onset  of  Symptoms  and 
Foreign  Body  Removal  or 


Death 

Number  of  Cases 

Percent 

Less  than  24  hrs. 

26 

31.3 

24  - 72  hrs. 

16 

19.3 

3-3  days 

22 

26.5 

1 - 4 weeks 

15 

18.1 

Over  4 weeks 

3 

3.6 

Unknown 

1 

1.2 

As  shown  in  Table  III,  the  most  common  presenting 
symptoms  were  a history  of  sudden  onset  of  cough 
(63.9%)  and  respiratory  difficulty  (61.4%).  Some  of  the 
children  had  a history  of  cyanosis  (33.7%),  fever  (21.7%) 
and  vomiting  (14.4%). 

The  most  commonly  found  clinical  signs  were  respira- 
tory distress  (68.7%),  as  manifested  by  several  degrees  of 
tachypnea,  dyspnea,  chest  retractions  and  nasal  flaring. 
(Table  IV).  Wheezing  was  present  in  about  one  third  of 
the  children.  Decreased  breath  sounds  on  the  affected 
side  was  the  second  most  common  sign  (54.2%). 


TABLE  III 


Symptoms  Secondary  to  the  Foreign  Body  in  the  Airway* 


Symptoms 

Number  of  Cases 

Percent 

Cough 

53 

63.9 

Respiratory  distress 

51 

61.4 

Cyanosis 

28 

33.7 

Fever 

18 

21.7 

Vomiting 

12 

14.4 

Aphonia 

5 

6.0 

Drooling 

5 

6.0 

Hemoptysis 

3 

3.6 

Nausea 

3 

3.6 

Hematemesis 

3 

3.6 

Dysphagia 

1 

1.2 

Loss  of  consciousness 

1 

1.2 

Sore  throat 

1 

1.2 

Cold  diaphoresis 

3 

3.6 

Restlesness,  anxiety. 

irritability 

5 

6.0 

Asymptomatic 

4 

4.8 

*More  than  one  of  these  findings  was  present  in  some 

cases 

TABLE  IV 

Clinical  Findings  Secondary  to  the  Foreign  Body  in  the  Airway* 

Clinical  Findings 

Number  of  Cases 

Percent 

Respiratory  distress** 

57 

68.7 

Decreased  breath  sounds 

45 

54.2 

Hyperresonance 

19 

22.9 

Triad** 

21 

25.3 

Stridor 

16 

19.3 

Crepitant  rales 

13 

15.7 

Prolonged  expiratory  phase 

II 

13.3 

Asymmetrical  expansion 

6 

7.2 

Dullness  to  percusión 

II 

13.3 

Inspiratory  or  expiratory 

ronchi 

21 

25.3 

Wheezing 

29 

34.9 

* More  than  one  of  these  findings  was  present  in  some  cases 
**  Vary  ing  degrees  of  dyspnea,  tachypnea,  nasal  flaring  and  retractions 
* More  than  one  finding  was  present  in  some  cases 


The  clinical  triad  (wheezing,  cough  and  decreased 
breath  sounds),  that  is  considered  to  be  diagnostic  of 
foreign  body  aspiration  was  present  in  only  one  fourth  of 
the  patients. 

The  most  common  roentgenographic  findings  were  air 
trapping  (33.7%)  and  lobar  atelectasis  (27.7%).  (Table  V) 
Radiopaque  foreign  bodies  as  well  as  pneumonic  infil- 
trates were  present  in  about  one  fourth  of  the  patients.  No 
abnormal  findings  were  detected  in  15.7%  of  the  cases. 

Foreign  bodies  were  lodged  more  commonly  in  the 
right  bronchus  (47%)  than  in  the  left  one  (27.7%) 
(Table  VI).  Pins  and  needles  were  the  most  commonly 
aspirated  foreign  bodies  (Table  VII).  Recently,  peanuts 
have  been  the  most  common  offending  agent  increasing 
from  14.5%  in  the  overall  series  to  21%  in  the  last  4 years. 
Organic  foreign  objects  outnumbered  other  types  of 
foreign  bodies  (56.1%  versus  43.9%). 

Foreign  bodies  were  successfuliy  removed  with  the 


283 


Mamie ! Onego,  M.D.,  et  at 


Vol.  78  Núm.  7 


TABLE  V 


Roentgenographic  Abnormalities  in  Patients  with 

Foreign  Body  in  the  Airway* 

Radiologic  Features 

Number  of  Cases 

Percent 

Air  trapping 

28 

33.7 

Lobar  atelectasis 

23 

27.7 

Pneumonic  infiltrates 

20 

24.1 

Subcutaneous  emphysema 

6 

7.2 

Pneumomediastinum 

6 

7.2 

Pleural  effusion 

2 

2.4 

Pneumothorax 

4 

4.8 

Radiopaque  foreign  body 

21 

25.3 

Normal 

13 

15.7 

* More  than  one 

finding  was  present  in  some 

cases 

TABLE  VI 


Lodgement  Site  of  Foreign  Body  in  the  Airway 


Site 

Number  of  Cases 

Percent 

Trachea 

10 

12.1 

Right  bronchus 

39 

47.0 

Left  bronchus 

23 

27.7 

Multiple  areas 

3 

3.6 

None  found 

8 

9.6 

Total 

83 

TABLE  VII 

Nuture  of  Inhaled  Foreign  Bodies 


Number  of  Cases 

Percent 

Foods  and  Vegetables 

46 

55.4% 

Seeds 

13 

(fruits 

71 

(sunflower 

4) 

(com 

2) 

Peanuts 

12 

Beans 

5 

Other  vegetables 

14 

Egg  shells 

2 

Metalic  objects 

23 

27.7% 

Pins  & Needles 

15 

Others 

8 

Plastic  objects 

11 

13.2% 

Other  inorganic  objects 

2 

2.4% 

Unknown 

1 

1.2% 

83  100.00% 


bronchoscope  in  70  out  of  82  patients  (85%).  Eight  of 
these  patients  had  spontaneously  coughed  the  foreign 
body.  Thoracotomy  was  performed  in  one  15  month  old 
patient  who  aspirated  a metallic  clip  which  operatively 
was  found  lodged  in  the  pulmonary  parenchyma  and 
could  not  be  removed  with  the  bronchoscope. 

Three  patients  who  on  admission  to  our  hospital  were 
in  critical  conditions,  died  of  irreversible  cardiorespira- 
tory arrest,  two  of  them  secondary  to  a foreign  body 
lodged  in  the  trachea.  One  of  them  aspirated  a grape 
which  could  not  be  removed  with  the  bronchoscope.  The 
other  one  arrived  to  our  emergency  room  in  cardio- 


respiratory arrest  and  by  direct  laryngoscopy  a balloon 
was  removed.  The  third  patient  died  2 days  after  aspira- 
tion of  a crayon  piece,  which  was  lodged  in  the  left 
bronchus.  There  was  no  history  of  foreign  body 
aspiration  in  this  patient  and  bronchoscopy  was 
performed  twice  without  success. 

No  complications  were  observed  in  about  three  fourths 
of  the  patients.  The  most  common  complications  were 
atelectasis  and  pneumonia  (See  Table  VIII). 


TABLE  VIII 


Complications  of  Foreign  Body  in  the  Airway 

* 

Complications 

Number  of  Cases 

Percent 

Pneumonia 

II 

13.3 

Atelectasis 

9 

10.8 

Cardiorespiratory  arrest 

5 

6.0 

1.  reversible 

3 

3.6 

2.  irreversible 

2 

2.4 

Subcutaneous  emphysema 

5 

6.0 

Pneumothorax 

3 

3.6 

Pneumomediastinum 

4 

4.8 

Pulmonary  edema 

1 

1.2 

Pleural  effusion 

1 

1.2 

Anoxic  encephalopathy 

1 

1.2 

Coma 

2 

2.4 

Seizures 

1 

1.2 

Death 

3 

3.6 

None 

59 

71.0 

* More  than  one  complication  was  seen  in  some  patients 


Discussion 

Inhalation  of  a foreign  body  is  almost  always  a serious 
and  sometimes  fatal  condition.  It  can  produce  almost  any 
respiratory  symptom  or  sign.  The  degree  of  lung  disease 
may  be  determined  by  the  age  of  the  child,  the  size  and 
shape  of  the  foreign  body,  the  period  of  time  since 
inhalation,  and  the  area  of  affected  lung.  The  type  of 
foreign  body  is  very  important.  Animal  and  vegetable 
foreign  bodies,  as  for  example  peanuts,  corn  seeds,  beans, 
sunflower  seeds  or  pieces  of  bone  cause  more  symptoms 
and  complications  than  inorganic  ones,  like  pins,  needles, 
metal  rings  or  plastics.  Asphyxia  due  to  inhalation  of 
foods  occurs  in  0.8/100,000  children  less  than  10  years  of 
age  and  90%  of  the  cases  are  less  than  5 years  of  age.* 

In  our  series,  the  age  and  sex  distributions  have  not 
changed  significantly  in  the  last  fourteen  years.  Foreign 
bodies  are  inhaled  mostly  by  children  aged  1 to  3 years  as 
children  of  this  age  tend  to  place  in  their  mouth  all  objects 
within  their  reach.  Before  this  age,  their  ability  to  reach 
and  grasp  an  object  is  limited.  Peanuts  were  the  most 
common  single  organic  offender  in  children  aged  one  to 
three  years.  This  suggests  that  the  community  at  large  is 
not  aware  of  the  hazard  that  peanuts  may  present  to  small 
children.  Ignorance  about  this  problem  is  widespread 
and  concerns  have  been  expressed  about  peanuts  being 
made  available  to  young  children  in  airplanes  or  about 


284 


Foreign  Body  Aipirahon  in  Puerto  Rican... 


Bol.  Asoc.  Med  P.  Rico  - Julio  1986 


being  presented  in  a family  oriented  daily  cartoon,  as  a 
treat  brought  back  by  a father  to  his  toddlers  upon 
returning  from  an  airplane  trip.^  * Other  important 
hazards  are  posed  by  hard  candies  and  round  shaped 
foods  such  as  hot  dogs  and  grapes. 

Foreign  body  aspiration  must  be  considered  and 
appropriate  history  obtained  in  any  child  with  un- 
explained pulmonary  problems.  The  sudden  onset  of 
wheezing  in  a child  who  has  not  previously  manifested 
asthma  should  arouse  strong  suspicion  of  inhalation  of  a 
foreign  body.  The  onset  of  coughing  during  a meal  or 
while  playing  with  small  toys  is  helpful  information. 
However,  the  type  of  material  is  predicted  in  only  50%  of 
the  patients.'’ 

The  nature,  size  and  location  of  the  foreign  body  in  the 
airway  may  determine  the  degree  of  respiratory  distress, 
physical  findings,  and  roentgenographic  abnormalities. 
Children  may  present  with  signs  and  symptoms  of  acute 
asphyxia  from  tracheal  obstruction,  wheezing  when  a 
mainstem  bronchus  is  occluded,  or  they  may  complain 
solely  of  chronic  or  paroxysmal  cough  or  bloody  sputum 
if  a segmental  airway  is  involved.  Vegetable  foreign 
bodies  are  associated  with  an  intense  inflammatory 
reaction  and  bronchial  hyperreactivity. 

A tracheal  location  may  produce  generalized  dimini- 
shed air  entry  and  marked  retractions.  Any  child  with 
significant  obstruction  of  a major  airway  will  make 
breathing  motions  but  may  not  be  ventilating  effectively. 
Inspiratory  and  expiratory  stridor  is  usually  present  in  a 
partial  tracheal  obstruction.  If  the  foreign  body  is  low  in 
the  trachea,  then  inspiratory  stridor  may  be  minimal  and 
coarse  expiratory  wheezing  may  be  present.  Chronic 
stridor  has  been  the  presenting  symptom  in  unusual  cases 
of  foreign  body  in  the  trachea,  which  may  be  mistaken  for 
croup. 

A foreign  body  in  a mainstem  bronchus  initially 
irritates  the  airway  and  stimulates  spasmodic  coughing. 
This  may  result  in  the  expulsion  of  the  foreign  body.  On 
the  other  hand,  it  may  become  firmly  lodged  in  a lobar 
bronchus,  which  typically  is  the  right  upper  lobe 
bronchus  if  the  aspiration  event  occurred  in  the 
recumbent  position,  or  in  the  right  middle  and  lower  lobe 
bronchi  if  the  patient  was  upright.  A patient  may  be 
asymptomatic  for  a period  of  time  which  may  range  from 
a few  days  to  several  weeks  or  even  months.  Eventually, 
an  afebrile  chronic  cough  may  develop,  and  the  lower 
respiratory  tract  may  become  infected  within  2 to  3 weeks 
after  aspiration. 

When  a foreign  body  is  lodged  in  a lobar  or  segmental 
bronchus,  unilateral  physical  findings  become  prominent. 
Asymmetric  breath  sounds,  localized  wheezing,  or  absent 
air  entry  may  occur. 

The  diagnosis  of  foreign  body  aspiration  is  facilitated 
by  the  use  of  radiographic  techniques,  consisting  of  plain 
anteroposterior  and  lateral  chest  films,  roentgenograms 
during  the  inspiratory  and  expiratory  phases  of  respi- 
ration, and  chest  fluoroscopy.  In  anteroposterior  and 
lateral  chest  films,  the  commonest  feature  is  obstructive 
overinflation  of  one  or  more  lobes  of  the  lungs  as 
confirmed  in  our  series  and  in  other  reports." 

A foreign  body  lodged  in  a bronchus  may  not  obstruct 
it  on  inspiration,  but  may  occlude  it  totally  or  partially  on 


expiration,  when  the  bronchial  diameter  decreases.  Thus 
an  inspiratory  chest  roentgenogram  will  show  air  in  both 
lungs,  but  an  expiratory  film  will  show  that  only  the 
normal  lung  is  deflating,  while  the  obstructed  lung  will  be 
larger  and  more  radiolucent."  Air  trapping  with  contra- 
lateral mediastinal  shift  may  be  shown  best  by  fluoros- 
copy during  vigorous  respiration  or  crying  in  children 
aged  from  1 to  3 years,  in  whom  full  expiratory  films  may 
be  difficult  because  of  poor  cooperation,  and  in  those 
cases  with  only  minimal  degrees  of  overinflation.  The 
forced-expiration  technique  is  as  sensitive  as  fluoros- 
copy. In  the  former  the  patient  is  “helped”  to  exhale  to 
near  residual  volume  by  having  the  technician  push  a 
gloved-fist  in  the  epigastric  area. 

An  alternative  technique  to  demonstrate  air  trapping 
that  does  not  require  fluoroscopy  is  to  obtain  chest  films 
in  both  lateral  decubitus  positions.  This  technique  is 
based  on  the  fact  that  the  normal  dependent  lung  is  less 
inflated  than  the  uppermost  lung  regardless  of  the  degree 
of  inspiration,  whereas  air  trapping  renders  the  dependent 
lung  hyperlucent.  Lateral  roentgenogram  of  neck  may 
show  the  presence  of  a radiopaque  foreign  body  in  the 
trachea.  A plain  film  will  show  a radiopaque  foreign  body 
in  only  5 to  15%  of  cases." 

Air  architecture  and  the  shape  of  the  foreign  body  may 
be  clearly  seen  by  xeroradiography."  The  patient  is 
exposed  to  increased  amounts  of  radiation  when  either 
fluoroscopy  or  xeroradiography  is  used.  Ventilation- 
perfusion  scan  can  be  helpful  particularly  in  the  case  of 
long-standing  foreign  bodies."  Both  ventilation  and 
perfusion  are  likely  to  be  diminished  in  the  obstructed 
lobe,  but  the  same  findings  may  be  present  in  other 
pulmonary  diseases.  Following  bronchoscopic  removal 
of  the  foreign  bodies  the  perfusion  lung  scan  is  usually 
normal.  Other  techniques,  such  as  thoracic  computerized 
axial  tomography,  digital  imaging,  or  nuclear  magnetic 
resonance,  have  so  far  displayed  no  added  advantage 
over  the  forced-expiration  technique. 

The  most  common  complications  of  foreign  body 
aspiration  are  pneumonia  and  atelectasis  which  are  seen 
in  20  to  45%  of  the  patients,  depending  upon  the  se- 
ries.^- " These  occur  in  approximately  one  fourth 

of  the  cases  where  the  foreign  body  lodges  in  a bronchus, 
but  are  rare  when  the  object  lodges  in  the  trachea.  Bron- 
chiectais,  pulmonary  abscess,  and  empyema  may  follow 
prolonged  retention  of  a bronchial  foreign  body.  Pneu- 
momediastinum, subcutaneous  emphysema,  pneumo- 
torax  and  pulmonary  edema  are  rare. 

The  emergency  management  of  the  choking  child  has 
been  controversial  in  the  last  few  years.  Recently,  the 
American  Academy  of  Pediatrics  has  recommended  the 
Heimlich  maneuver  for  treatment  of  a choking  child, 
except  in  infants  younger  than  one  year  old.  In  infants 
younger  than  one  year  they  recommended  back  blows 
and  chest  thrusts  to  avoid  abdominal  organ  injury. " But 
Heimlich  has  persistently  objected  to  this  recom- 
mendation." 

The  use  of  the  flexible  bronchoscope  is  a safe,  definitive 
and  cost-effective  method  for  diagnosing  pulmonary 
foreign  bodies  when  other  techniques  yield  equivocal  or 
negative  results.''  All  patients  with  known  history  of 
foreign  body  aspiration  should  undergo  open  tube 
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bronchoscopy  for  its  removal.^  An  additional  bronchos- 
copy may  be  indicated  if  symptoms  persist  or  an  adequate 
response  is  not  obtained.^  Foreign  bodies  may  be  missed 
at  bronchoscopy,  and  the  finding  of  one  foreign  body 
does  not  exclude  the  presence  of  another.^, 

Swensson  et.  al.  have  recommended  the  simultaneous 
use  of  tracheostomy  with  bronchoscopy  for  removal  of 
large  tracheal  foreign  bodies,  since  during  bronchoscopy 
alone  they  may  become  dislodged  in  the  subglottic  region 
leading  to  complete  airway  obstruction.^'  Thoracotomy 
or  other  surgical  interventions  are  rarely  indicated. 

Foreign  body  aspiration  can  be  prevented  by  keeping 
small  objects  out  of  reach  of  children  who  are  too  young 
to  obey  restrictions;  by  not  giving  small  pieces  of  candy, 
nuts,  or  similar  food  to  children  too  young  to  chew  them; 
and  by  not  giving  toys  containing  small  or  loosely 
attached  parts  to  children  who  are  still  putting  such 
objects  into  their  mouths.  Beads,  button  boxes,  and  coins 
should  not  be  given  to  toddlers  as  playthings.  Safety  pins 
should  always  be  closed  and  not  left  neara  baby  or  within 
reach  of  small  children.  Balloons^^  are  also  under- 
estimated as  potential  foreign  bodies. 

A clinican  must  always  keep  in  mind  that  tracheo- 
bronchial inhalation  of  foreign  bodies  may  result  in  acute 
respiratory  distress,  chronic  pulmonary  infections, 
atelectasis,  or  death,  so  an  early  diagnosis  of  foreign  body 
aspiration  in  children  is  mandatory. 

From  our  findings  it  is  not  possible  to  estimate  whether 
the  prevalence  of  foreign  body  aspirations  is  greater  in 
Puerto  Rico  than  elsewhere.  The  increasing  incidence  in 
recent  years  may  represent  greater  utilization  of  the  facili- 
ties of  the  University  Pediatric  Hospital,  rather  than  an 
actual  upward  trend.  The  age  group  in  which  the  problem 
seems  to  be  most  common;  that  is,  under  3 years  of  age  is 
comparable  to  that  reported  in  other  series.  The  type  of 
foreign  body  seems  to  be  somewhat  different  in  Puerto 
Rico  from  that  reported  elsewhere  for  children.  Whereas 
in  other  series,  foods  and  vegetables  appear  to  constitute 
over  80%  of  the  aspirations,  in  our  patients  foods  and 
vegetables  were  encountered  in  only  55%  of  the  cases. 
Metallic  objects,  plastics  and  other  inorganic  objects, 
represented  43%  of  the  aspirations.  This  isa  much  higher 
percentage  than  that  reported  elsewhere.  These  differen- 
ces must  be  taken  into  consideration  in  developing  an 
educational  campaign  in  Puerto  Rico.  The  large  propor- 
tion of  pins,  needles  and  metallic  objects  encountered 
(27.7%)  suggests  the  need  for  parent  education  about 
greater  care  in  disposal  and  storage  of  these  items. 

Metalic  objects  are  likely  to  be  visible  on  careful  ins- 
pection of  the  chest  roentgenograms.  Therefore,  in 
Puerto  Rico  there  is  a greater  chance  (and  this  was  our 
experience)  of  detecting  the  foreign  body  by  chest  roent- 
genogram than  in  other  settings  where  metalic  objects 
may  constitute  less  than  5%  of  the  foreign  bodies. 

The  fact  that  initial  diagnosis  was  missed  before  arrival 
to  our  hospital  in  nearly  one  third  of  the  cases,  is  of 
concern  and  speaks  to  the  need  for  increased  efforts  in 
educating  physicians  about  this  problem. 

Educational  programs  for  parents  geared  to  the  pre- 
vention of  foreign  body  aspiration  in  Puerto  Rico  should 
stress  prevention  of  aspiration  of  foods,  seeds,  metalic 
objects  and  other  inorganic  materials  such  as  plastics. 


Needed  is  further  research  concerning  the  epidemiology 
and  appropriate  methods  of  early  intervention  to  prevent 
foreign  body  aspirations  in  Puerto  Rican  children. 

Resumen:  Ochenta  y tres  niños  que  habían  inhalado 

cuerpos  extraños  fueron  admitidos  al  ffospital  Pediátrico 
Universitario  de  Puerto  Rico  entre  1972  y 1986.  La  morta- 
lidad fue  de  3.6%  (3/83)  y la  mayoría  de  los  supervivientes 
no  presentó  secuelas.  Las  características  clínicas  y epide- 
miológicas fueron  comparables  a las  de  series  publicadas  en 
otros  países.  Pero  en  nuestros  casos  encontramos  una 
mayor  proporción  de  aspiración  de  objetos  metálicos  como, 
por  ejemplo,  alfileres  y agujas.  Esto  permitió  detectar  los 
mismos  por  medio  de  la  radiografía  del  tórax  en  una  cuarta 
parte  de  los  casos.  Las  características  epidemiológicas  de 
nuestros  casos  podrían  ser  útiles  para  desarrollar  pro- 
gramas educativos  de  intervención  temprana  a fin  de  evitar 
estos  accidentes  en  los  niños  puertorriqueños. 
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A report  to  the  American 
people  on  the  pr(^;ress  of  the 
Statue  Uberty- 
Eilis  Island  restoration. 


Photographs  courtesy  of  Peter  B.  Kaplan.  C 1986 


As  the  scaffolding  around  the  Statue  comes  down, 
it’s  going  up  just  a half  a mile  away  on  Ellis  Island.  Here  the 
work  is  just  beginning  for  the  second  half  of  this  great 
project  that  began  nearly  three  years  ago. 

We  can  be  proud  of  what  we  have  accomplished. 

The  Torch  of  Liberty  has  been  completely  rebuilt  by 
French  and  American  workers  starting  from  scratch.  It’s 
an  exact  duplicate  of  the  torch  that  was  installed  in  1886. 

A monumental  achievement 


In  addition,  we’ve  strengthened  every  part  of  the 
Statue.  We’ve  removed  the  rust,  replaced  1,800  corroded 
iron  armatures  with  stainless  steel,  and  repaired  or 
replaced  the  rivets  that  bind  the  skin  to  the  framework. 

A new  spiral  stairway  leads  up  to  the  crown,  as  well 
as  a new  emergency  elevator.  And  you’ll  be  able  to  visit  an 
expanded  American  Museum  of  Immigration  where  the 
name  of  every  contributor  is  listed  in  a permanent  registry. 

July  4, 1986,  the  day  of  the  Centennial  Celebration, 
will  climax  a monumental  achievement  of  volunteerism  at 
work.  The  restoration  of  the  Statue  is  on  time.  And  paid 
for.  And  so  is  the  upcoming  celebration.  The  Lady  will  be 
ready  for  the  great  unveiling.  And  with  your  continued 
support  we  will  be  able  to  turn  our  full  efforts  to  finishing 
the  job  on  Ellis  Island. 


the 


The  Statue  of  Liberty  was  the  symbol  of  freedom. 
But  Ellis  Island  was  the  reality. 

Although  the  years  have  been  hard  on  the  Lady  with 


brch,  they’ve  been  much  harder  on  Ellis  Island.  The 
Great  Hall,  where  almost  half  of  all  Americans  can 
trace  their  ancestry  is  in  ruins.  It’s  here  in  the 
Great  Hall  the  restoration  work  is  beginning. 


A staircase,  similar  to  the  one  the  immigrants 
climbed,  will  be  built  and  the  Great  Hall,  where  formal 
medical  and  legal  inspections  were  held,  will  be  restored. 

On  the  second  and  third  floors,  a library  and  museum 
will  contain  memorabilia  the  immigrants  brought  from  their 
homeland.  An  oral  history  room  will  permit  visitors  to  hear 
their  actual  voices  as  they  relate  their  experiences. 

And  we’ll  provide  facilities  enabling  the  aged  and 
handicapped  to  visit  throughout  the  building. 

Liberty  will  be  reborn. 

Ellis  Island  will  be  restored. 

The  progress  of  the  restoration  is  an  affirmation  of 
the  American  people’s  belief  that  these  symbols  stand  for 
America’s  future,  not  just  its  past.  It’s  a tribute  to  the 
generosity  of  everyone  from  school  children  to  giant 
corporations  who  reached  into  their  pockets  to  get  this 
work  off  to  such  a good  start. 

When  the  work  is  done,  Ellis  Island  will  be  a living 
monument  to  the  courage  of  our  forefathers  who  came 
here  and  helped  build  a country.  It  must  not  die. 

That’s  why  I’m  asking  you  to  join  me  in  this  great 
campaign.  We  need  your  support  and  your  contributions  to 
continue.  Together  we  will  Keep  the  Dream  Alivel” 


Lee  A.  lacocca,  Chairman 

Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

Send  your  tax-deductible  contribution  to:  The  Statue  of  Liberty- 
Ellis  Island  Foundation.  Inc.,  HO.  Box  1986,  New  York,  N.Y.  10018. 
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Colorectal  Adenomas: 
Identification  and  Management 
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An  adenoma  is  a benign  neoplasm  of  colonic  epithe- 
lium characterized  by  a variable  degree  of  cytologic 
dysplasia  and  an  abnormal  architectural  pattern.  The 
cytologic  features  of  dysplasia  include  enlargement  and 
elongation  of  nuclei,  their  displacement  from  their  usual 
basal  location  and  nuclear  hyperchromasia.  These 
cytologic  characteristics  are  the  basis  by  which  adenomas 
are  distinguished  from  non-neoplastic  polyps  (see 
table  I).  Adenomas  also  display  characteristic  architec- 
tural changes  such  as  proliferation  of  the  glandular 
epithelium  as  branching  tubules  (see  fig.  IB)  and/or  villi 
(see  fig.  2B).  Adenomas  are  subclassified  into  3 types 
depending  on  the  prevalent  pattern  of  proliferation,  i.e. 
tubular  adenomas  (>75%  branching  tubules),  villous 
adenomas  ( >75%  villi)  and  tubulovillous  adenomas  (no 
marked  predominance  of  either  pattern).  Adenomas  may 
also  be  subdivided  into  pedunculated  (see  fig.  lA)  and 
sessile  (see  fig.  2A)  forms  based  on  their  macroscopic 
appearance.  The  majority  of  tubular  adenomas  are 
pedunculated  lesions  while  the  majority  of  villous  adeno- 
mas are  sessile  lesions.'  Since  most  patients  with  adeno- 
mas are  asymptomatic,  accurate  prevalence  rates  are 


TABLE  I 


Colonic  Mucosal  Polyps 

Non-Ncoplaslic  Polyps 

Neoplastic  Polyps 

1.  hyperplastic  or 

A.  Benign  neoplastic  polpys 

metaplustic  polyps 

1.  adenomas  i.e.  tubular 
(adenomatous  poly ps ). 

2.  pseudopolyps  and  innammed 

tubulo-v  illous  ( villo- 

granulation  tissue  nodules 

glandular  polyps),  and  villous 
(papillary)  adenomas 

B.  Malignant  neoplastic  polyps 

.t.  juvenile  or  retention 

1.  polypoid  carcinoma 

polyps 

2.  adeni)mas  with  intramiici>sal 
ca  rcinoma 

4.  hamartomatous  polyps  i.e. 

.t.  adenomas  with  invasive 

Peutz  .Icgher  and 

carcinoma  into  the  submucosa 

C ronkhite-Canada  syndromes 

4.  endocrine  cell  tumors  i.e. 
carcinoid 

5.  benign  lymphoid  polyps 

5.  lymphoma 

The  differenl  ciilonic  mucosal  polvps  can  occur  as  single  or  multiple 
lesions  or  as  part  ofa  polyposis  sy  ndrome,  i.e.  adenoma(s)  and  familial 
adenomtitous  polyposis  syndrome. 


Figure  1.  Tubular  Adenoma:  (A)  Note  the  irregular  lohulated  surface  and  the  small  pedicle  or  stalk  (arrowhead).  The  bar 
represents  0.5  cm.  (B)  Proliferation  of  glandular  epithelium  as  branching  tubules. 
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diffictill  to  obtain.  However,  autopsy  studies  have  shown 
age-adjusted  prevalence  rates  of  adenomas  ranging  from 
20%  for  white  females  in  New  Orleans^  to  5 1 .5%  for  all 
males  in  New  Jersey.' 

The  overwhelming  weight  of  evidence,  both  epidemio- 
logic and  experimental,  supports  the  concept  of  an 
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Figure  2.  Villous  Adenoma:  (A)  Large  sessile  polyp  with  a shaggy  surface. The  har  represents  1 cm.  (B)  Proliferation  of 
colonic  epithelium  as  villi. 


adenoma  (dysplasia)  to  carcinoma  sequence.  Adeno- 
mas are  thus  considered  premalignant  lesions.  However, 
since  a mass  screening  program  is  not  feasible,  efforts 
have  been  taken  to  identify  high  risk  factors  which  will 
then  permit  the  identification  of  those  patients  in  whom 
adenomas  are  more  likely  to  become  carcinomas.  Histo- 
pathologic studies  of  adenomas  have  identified  several 
features  which  if  present  increase  the  probability  that  an 
adenoma  will  harbor  an  invasive  carcinoma.  Such 
features  include  large  size,  predominant  villous  archite- 
ture  and  the  presence  of  severe  dysplasia,'^  with  size 
having  the  most  significant  correlation  with  the  presence 
of  carcinoma  (see  table  1 1).  These  three  variables  are  not 
independent  of  each  other.  For  e.xample,  the  association 
of  villous  architecture  and  severe  dysplasia  with 
carcinoma  is  somewhat  dependent  on  the  increased 
incidence  of  these  features  with  increasing  adenoma  size.'* 
Moreover,  since  accurate  assessment  of  predominant 
architectural  pattern  and  of  degree  of  dysplasia  requires 
examination  of  the  entire  lesion,  the  size  of  the  adenoma 
is  the  only  clinically  useful  predictor  of  the  absence  or 


presence  of  carcinoma  in  the  adenoma  before  its  com- 
plete excision.  In  the  past,  a 1.5-2  cm  polyp  on  barium 
enema  was  used  as  a cut-off  to  decide  whether  or  not  to 
submit  the  patient  to  surgery.  Although  this  prevented 
unnecessary  surgery  in  a large  number  of  patients  it  was 
also  recognized  that  up  to  10%  of  adenomas  less  than  2 
cm  diameter  could  contain  carcinomas  and  thus  required 
removal. 

The  introduction  of  flexible  fiberoptic  colonoscopy  (a 
low  morbidity,  low  mortality  procedure)  has  allowed  the 
safe  removal  of  most  of  the  adenomas,  thus  largely  elimi- 
nating the  need  for  these  predictive  parameters.  In  fact, 
some  gastrointestinal  pathologists  no  longer  subclassify 
the  adenomas  histopathologically,  or  grade  the  degree  of 
dysplasia.^  Others  have  argued  in  favor  of  maintaining 
this  evaluation  because  they  feel  it  is  useful  in  recognizing 
patients  with  adenomas  which  have  a higher  risk  of  both 
synchronous  and  metachronous  lesions.^  If  true,  this 
would  be  a strong  argument  for  such  classification  of 
adenomas.  However,  as  outlined  below,  the  data  to 
clearly  support  this  view  or  refute  it  are  presently 


TABLE  II 

Adenomas:  Size,  Histopathological  Type  and  Presence  of  Invasive  Carcinoma 


Total 


Under  1 cm 

1 - 2 cm 

Over  2 cm 

(adenomas  of  any  size) 

Histological 

Type 

Muto 
et  al 

Gillespie 
et  al 

Shinya 

and 

Wolff 

C.D. 

Huto 
et  al 

Gillespie 
et  al 

Shinya 

and 

Wolff 

C.D. 

Muto 

et  al 

Gillespie 
et  al 

Shinya 

and 

Wolff 

C.D. 

Muto 

et  al 

Gillespie 
et  al 

Shinya 

and 

Wolff 

C.D. 

Tubular 

Adenoma 

14/1382 

(1.0) 

1/461 

(0.2) 

5/1489 

(0.3) 

20/3332 

(0.6) 

40/392 

(10.2) 

7/231 

(3.0) 

61/1713 

(3.6) 

108/2336 

(4.6) 

35/101 

(34.7) 

9/87 

(10.3) 

38/523 

(7,3) 

82/711 

(11.5) 

89/1875 

(4.7) 

1 7779 
(i.2) 

104/3725 

(2.8) 

210/6379 

(3.3) 

Tubulo- 

villous 

Adenoma 

3/76 

(3.9) 

0/36 

(0) 

2/132 

(1.5) 

5/244 

(2) 

11/149 

(7.4) 

4/103 

(3.9) 

50/776 

(6.4) 

65/1028 

(6.3) 

71/155 

(45.8) 

8/70 

(11.4) 

78/634 

(12.3) 

157/859 

(18.3) 

85/380 

(22.4) 

12/209 

(5.7) 

130/1542 

(8.4) 

227/2131 

(10.6) 

Villous 

Adenoma 

2/21 

(9.5) 

0/7 

(0) 

1/40 

(2.5) 

3/68 

(4.4) 

4/39 

(10.3) 

1/22 

(4.5) 

14/249 

(5.6) 

19/310 

(6.1) 

92/174 

(52.9) 

8/21 

(38.1) 

34/230 

(14.8) 

134/425 

(31.5) 

98/234 

(41.9) 

9/50 

(18) 

49/519 

(9.4) 

156/803 

(19.4) 

Total 

(Adenomas 

19/1479 

(1.3) 

1/504 

(0.2) 

8/1661 

(0.5) 

28/3644 

(0.8) 

55/580 

(9.5) 

12/356 

(3.4) 

125/2738 

(4.6) 

192/3674 

(5.2) 

198/430 

(46) 

25/178 

(14) 

150/1387 

(10.8) 

373/1995 

(18.7) 

272/2489 

(10.9) 

38/1038 

(3.7) 

283/5786 

(4.9) 

593/9313 

(6.4) 

Percentage  wrth  invasive  carcinoma  in  parenthesia. 

Huto  et  al,  Gillespie  et  al,  Shiaya  and  Wolff  refer  to  references  U,  12  and  13  respectively. 
C.D.  (collective  data  from  the  3 senes  4,  12.  13). 
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unavailable.  Morson  and  Konishi^  reported  a higher 
degree  of  dysplasia  in  adenomas  not  contiguous  to 
carcinomas  in  colectomy  specimens  from  patients  with 
subsequent  metachronous  carcinomas  than  in  colectomy 
specimens  from  patients  with  no  subsequent  carcinoma. 
The  statistical  validity  of  this  observation,  where  the 
population  sampled  is  preselected  retrospectively  on  the 
basis  of  outcome,  is  questionable.  A study  by  Kalus’  is 
often  quoted  as  supporting  the  utility  of  grading 
dysplasia  to  identify  high  risk  patients,  in  this  case  those 
with  synchronous  carcinomas.  In  this  study,  carcinoma 
in  situ  (severe  dysplasia)  was  identified  almost  seven 
times  more  frequently  in  adenomas  found  not  contiguous 
to  carcinomas  in  resection  specimens  than  in  adenomas 
excised  as  solitary  lesions.  Unfortunately  the  findings 
were  not  adjusted  for  adenoma  size.  Knowing  the 
association  of  increase  in  size  with  a higher  degree  of 
dysplasia,  and  recognizing,  as  discussed  below,  that 
surveys  conducted  in  colectomy  specimens  are  skewed 
toward  a larger  size  adenoma  population,  the  findings  of 
this  study  are  not  surprising.  Rittenhouse  et  al,*  in  a study 
of  103  patients  with  adenomas  with  carcinoma  in  situ 
(severe  dysplasia)  detected  synchronous  colonic  carcino- 
mas in  42%  of  them.  Again  this  group  of  patients  was 
largely  identified  retrospectively  by  examining  adenomas 
found  non-contiguous  to  carcinomas  in  colectomy 
specimens.  Among  the  group  where  no  synchronous 
lesion  was  identified,  5%  had  metachronous  carcinomas 
during  follow  up.  Therefore,  although  intuitively  the 
presence  of  severe  dysplasia  might  select  for  a higher  risk 
population,  how  specific  and/or  selective  this  marker  is 
for  future  cancer  has  not  been  assessed  adequately.  Fur- 
thermore, the  grading  of  dysplasia  can  be  very  subjective, 
a fact  recognized  by  most  pathologists.  Another 
proposed  parameter  for  the  selection  of  a higher  risk 
group  is  the  presence  of  multiple  adenomas.  Two  retros- 
pective studies'’’  have  shown  that  the  risk  of  both  syn- 


chronous and  metachronous  cancer  increa.ses  with  the 
number  of  adenomas.  However,  while  Muto  et  af  report 
that  the  risk  of  cancer  almost  doubles  when  a patient  has 
2 adenomas,  Shinya  and  Wolffs'’  data  does  not  reflect  a 
marked  increase  in  cancer  risk  until  at  least  6 adenomas 
are  identified.  Further  analysis  of  these  and  other  high 
cancer  risk  markers  is  presently  under  way  in  a multi- 
center prospective  survey  by  the  National  Polyp  Study 
Group. 

Once  the  presence  of  malignant  neoplastic  epithelium 
is  identified  in  a polypectomy  specimen,  the  degree  or 
extent  of  involvement  must  be  qualified.  For  this  purpose 
there  are  several  terms  which  are  commonly  used  in 
surgical  pathology  reports  and  whose  definitions  and 
implications  must  be  clear  in  the  clinician’s  mind.  First, 
carcinoma-in-sim  refers  to  a lesion  in  which  the  prolife- 
rating glandular  epithelium  reveals  severe  cytologic 
dysplasia  and  back-to-back  glandular  architecture.  This 
lesion  does  noi  represent  an  invasive  carcinoma  since  the 
neoplastic  cells  have  not  breached  the  basement 
membrane  and  may  be  viewed  as  intraepithelial  car- 
cinoma. Carcinoma-in-situ  is  biologically  benign  (can 
not  metastasize)  thus,  to  avoid  confusion  many  patholo- 
gists describe  it  by  the  term  severe  dysplasia.  Intrami/cosal 
carcinoma  refers  to  a lesion  in  which  the  malignant 
epithelial  cells  have  extended  into  the  lamina  propria  but 
not  through  the  muscularis  mucosae.  Again  this  lesion 
almost  never  metastasizes  supposedly  due  to  the  absence 
of  lymphatics  in  the  lamina  propria.’  Because  intra- 
mucosal  carcinoma  is  biologically  benign,  an  adenoma 
containing  this  lesion  is  adequately  treated  by  complete 
excision  (eg.  colonoscopic  polypectomy).  Although 
strictly  speaking  intramucosal  carcinomas  are  also 
invasive  (lamina  propria  only),  we  will  describe  as 
invasive  carcinomas  only  those  lesions  in  which  the 
malignant  glands  have  extended  through  the  muscularis 
mucosae  and  have  infiltrated  the  submucosa  leading  to  a 


Figure  3.  (A)  Invasive  carcinoma  arising  in  an  adenoma.  The  adenocarcinoma  has  invaded  the  submucosa  of  the  polyp  down  to 
the  level  of  the  neck  (arrowhead).  Note  diathermy  change  (asterisk)  at  the  resection  margin.  (B)  Higher  power 
photomicrograph  of  the  submucosa  of  the  malignant  polyp.  Note  desmoplastic  response  of  the  stroma  (asterisk).  Arrow  points 
at  a submucosal  vessel.  (C)  Adenoma  with  pseudocarcinomatous  invasion.  The  misplaced  glands  (arrow)  are  surrounded  by 
lamina  propria. 
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desmoplastic  reaction  (see  fig.  3A,  B).  The  presence  of 
desmoplasia  is  one  useful  criteria  in  the  differential 
diagnosis  of  adenoma  with  carcinoma  invading  the  sub- 
mucosa from  adenoma  with  so  called  “epithelial  mis- 
placement”. Epithelial  misplacement  or  pseudocarcino- 
matous invasion  is  thought  to  occur  with  torsion  of  the 
adenoma’s  stalk.  As  a result,  the  muscularis  mucosae 
“Hares”  and  entraps  glands  and  lamina  propria  between 
or  below  separated  bundles  of  smooth  muscle.  Other 
criteria  for  pseudo-carcinomatous  invasion  include 
hemosiderin  deposition  in  the  stalk,  cystic  dilation  of  the 
glands  and  a comparable  degree  of  cytologic  dysplasia 
between  the  misplaced  glands  and  those  in  the  rest  of  the 
adenoma  (see  fig.  3C).'°'  " A polypoid  carcinoma  refers 
to  a malignant  neoplastic  polyp  in  which  the  growth  of 
the  carcinoma  has  effaced  any  remnant  of  the  adenoma 
precursor.  Both  polypoid  carcinomas  and  invasive 
carcinomas  arising  in  adenomas  are  sometimes  col- 
lectively referred  to  as  “malignant  polyps”. 

Studies  of  the  percentage  of  adenomas  with  invasive 
carcinomas  arising  in  them  are  difficult  to  compare  due 
to  difference  in  the  adenoma  populations  sampled,  i.e. 
autopsy  material,  colonoscopic  polypectomies  and 
colectomy  specimens  for  colonic  carcinomas.  In  autopsy 
surveys  the  adenoma  population  sampled  includes  all 
adenomas  identified,  with  a preponderance  of  small 
neoplasms.  As  a result  of  the  known  correlation  between 
adenoma  size  and  the  presence  of  carcinoma,  the  percen- 
tage of  adenomas  with  invasive  carcinoma  in  autopsy 
surveys  is  low,  i.e.  1.2%.  ^ Studies  using  colectomy 
specimens  are  also  biased  because  the  adenoma  popula- 
tion is  skewed  toward  a large  size  neoplasm.  They  include 
a disproportionate  amount  of  large  adenomas  not 
amenable  to  colonoscopic  polypectomy  and  of  frank 
carcinomas  in  which  adenoma  remnants  were  identified. 
In  the  Muto  et  al.  study,'*  the  percentage  of  adenomas  with 


invasive  carcinoma  ranged  from  10.9%  for  the  total 
population  to  46%  for  adenomas  > 2 cm  (see  table  II). 
In  the  colonoscopic  surveys,  both  size  extremes  are 
under-represented  in  the  histopathologic  review;  the  very 
small  adenomas  because  they  are  destroyed  by  fulgura- 
tion  and  the  very  large  neoplasms  because  they  are 
usually  not  amenable  to  endoscopic  removal.  The 
resultant  percentage  of  adenomas  with  invasive  carci- 
noma is  intermediate,  with  values  like  3.7%'^  and  4.9%'^ 
(see  table  II).  The  exclusion  of  frank  carcinomas  in  which 
adenoma  remnants  were  identified  from  these  colonos- 
copic surveys  probably  explains  the  discrepancy  between 
the  percentage  rate  of  adenomas  with  invasive  carci- 
nomas among  adenomas  > 2 cm  in  colectomy  specimens, 
46%,'*  versus  those  in  colonoscopic  specimens,  10.8%,'^ 
and  14%.'^  Therefore,  approximately  once  in  every 
twenty  endoscopic  polypectomies  a diagnosis  of  malig- 
nant polyp  will  be  made  and  the  clinician  will  have  to 
decide  what  further  therapy  and/or  follow-up  is 
indicated  for  the  patient.  For  malignant  polyps,  several 
retrospective  studies  have  attempted  to  delineate  histo- 
pathologic criteria  which  will  predict  poor  prognostic 
outcome  of  the  patient  after  polypectomy  alone.  The  aim 
of  such  analysis  was  to  limit  further  surgical  resections  to 
those  patients  in  which  the  risk  of  developing  metastatic 
disease,  with  its  associated  increase  in  morbidity,  was 
greater  than  the  operative  morbidity/  mortality  risk.  The 
importance  of  proper  handling  of  the  polypectomy 
specimen,  both  by  the  endoscopist  and  the  pathologist, 
cannot  be  overstated.  Orientation  and  adequate  sampl- 
ing are  crucial  for  the  final  assessment.  Among  the 
histopathologic  criteria  which  have  been  proposed  as 
poor  prognostic  indicators,  the  presence  of  invasive 
carcinoma  at  or  adjacent  to  the  resection  margin  of  the 
polyp  seems  to  be  the  one  with  the  highest  predictive 
value.  Two  others,  the  presence  of  lymphatic  invasion 


TABLE  111 

Poor  Prognostic  Outcome  After  Treatment  of  Malignant  Polyps  by  Polypectomy* 


Cooper 

Morson 

Lipper 

Wolff 

Colacchio 

Langer 

Nivatvongs 

Coutsof tides 

All 

(U) 

et  al 

e t a 1 

and  Shinys 

et  al 

(19) 

and 

et  al 

Ser le 1 

(n) 

(16) 

(17) 

(18) 

Goldberg 

(20) 

(21) 

0-56 

P 

n-28 

SS&S 

n-28 

n=60 

n-53 

P 

n-29 

s 

n-24 

n-46 

P 

n-33 

SS&S 

n-13 

n-24 

n-19 

n-23 

P 

n-15 

SS&S 

d-8 

n-17 

n-298 

presence  of  invasive  0/0 

carcinoma  at  or  near 
resection  margin 
(incomplete  or  doubtfully 
complete  excision) 

7/24 

2/20 

0/0 

2/20 

3/n 

3/3 

0/0 

4/6 

0/0 

2/8 

4/8 

27/100 

presence  of  1/6 

lymphat ic  invasion 

NA 

0/1 

NA 

2/4 

NA 

NA 

NA 

3/11 

presence  of  grade  3/3 

III,  poor  ly 
differentiated  or 
anaplastic  carcinoo  i 

0/3 

0/0 

NA 

1/2 

NA 

NA 

NA 

4/8 

false  positive  22/31 

18/20 

19/21 

8/14 

3/5 

2/6 

6/8 

4/8 

82/113 

false  negative  0/25 

0/40 

0/32 

2/32 

4/19 

1/13 

0/15 

0/9 

7/185 

specificity  53Z 

691 

631 

792 

832 

862 

712 

692 

682 

sensitivity  lOOZ 

lOOJ 

1002 

752 

332 

802 

1002 

1002 

812 

predictive  value  of  lOOZ 

a negative  assessmeit 

1001 

1001 

942 

792 

922 

1002 

1002 

962 

See  text  for  explanation  of  numerator  and  denominator. 


Poor  prognostic  outcome  is  defined  by  either  a)  the  presence  of  residual  tumor  and/or  lymph  nodes  metastasis  in  subsequent 
colectomy  specitneos  or  b)  the  presence  of  residual,  recurrent  or  metastatic  disease  during  follow-up. 


Malignant  polyps  include  adenomas  with  invasive  carcinomaa  and  polypoid  carcinomas 

P - pedunculated  polyp  SS  - polyp  with  short  stalk  S - sessile  polyp 


NA  - information  not  available 
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and  the  presence  of  a grade  III  carcinoma,  may  be  of 
significance  but  this  is  somewhat  anecdotal  since  only  a 
very  small  number  of  such  cases  are  clearly  documented 
and  those  findings  are  often  present  in  association  with 
other  indicators  of  poor  prognosis.  For  example,  among 
the  polyps  with  grade  III  carcinomas  in  the  retrospective 
studies  by  Cooper'*'  and  by  Morson  et  al,'^  3/3  and  2/3 
also  revealed  lymphatic  invasion  or  carcinoma  present  at 
the  resection  margins.  Three  parameters,  villous  architec- 
ture, sessile  gross  appearance,  and  the  diagnosis  of  a 
polypoid  carcinoma  are  no  longer  regarded  predictors  of 
poor  prognosis.  The  consensus  of  three  recent  studies'**''^’'^ 
is  that  both  sessile  and  pedunculated  polyps  can  be 
treated  by  polypectomy  alone,  except  in  those  cases  with 
carcinoma  at  or  near  the  resection  margin,  grade  III 
carcinoma  and/or  lymphatic  invasion.  Similarly,  these 
criteria  were  the  only  ones  required  for  the  proper 
prediction  of  prognostic  outcome  in  38  polypoid 
carcinomas. 

Table  III  presents  the  findings  of  8 retrospective 
studies  with  regard  to  the  presence  of  a predictive  para- 
meter and  the  finding  of  a poor  prognostic  outcome, 
defined  as  a)  the  presence  of  residual  tumor  and/or 
lymph  node  metastasis  in  subsequent  colectomy  speci- 
mens, or  b)  the  presence  of  residual,  recurrent  or  metas- 
tatic disease  during  follow-up  of  patients  treated  by 
polypectomy  alone  (other  primaries  excluded).  The  data 
for  each  predictive  parameter  are  presented  as  a fraction, 
the  denominator  indicating  the  total  of  malignant  polyp 
cases  in  which  a particular  parameter  was  present  and  the 
numerator  indicating  how  many  of  that  total  actually  had 
a poor  prognostic  outcome,  as  defined  above.  The  most 
recent  studies'**’  which  contained  much  of  the  infor- 
mation required,  are  purposely  presented  together  in  the 
first  three  columns.  For  the  remaining  studies  some 
minor  assumptions  had  to  be  made;  i.e.  piecemeal  colo- 
noscopic resection  regarded  as  having  dirty  margins  of 
resection.  For  the  purpose  of  calculating  false  positive 
and  false  negative  values,  the  three  predictive  parameters 
were  lumped  together.  For  example,  in  Cooper’s  series,'** 
out  of  the  total  31  patients  in  which  a poor  prognostic 
outcome  was  predicted  by  histopathologic  criteria,  only  9 
did  prove  to  have  a poor  outcome  either  by  follow-up  or 
by  examining  their  colectomy  specimens.  Thus  the  false 
positive  rate  for  this  study  was  22/31.  Specificity, 
sensitivity  and  predictive  values  were  computed  in  the 
standard  fashion,  i.e.,  sensitivity  equals  true  positive  over 
true  positive  plus  false  negative.  From  such  analysis  we 
can  conclude  that  the  combined  evaluation  for  the 
presence  of  any  of  these  three  parameters  wil  permit  the 
identification  of  a patient  requiring  further  definitive 
treatment  in  more  than  80%  of  the  cases.  It  is  important 
to  notice  that  both  the  sensitivity  value  for  this  histo- 
pathologic assessment  and  the  predictive  value  of 
negative  results  are  100%  for  the  3 more  recent  studies. 
This  means  that  in  these  3 surveys  all  cases  with  a poor 
prognostic  outcome  were  identified  by  the  presence  of  a 
predictive  parameter,  while  none  of  the  cases  with  a 
negative  assessment  had  a poor  outcome.  The  Colacchio 
et  al.‘*  study,  which  is  the  only  one  with  a low  sensitivity 
value,  has  been  widely  criticized.  First,  there  is  no  patho- 
logic assessment  nor  follow-up  information  for  the  15 


patients  who  were  treated  by  endoscopic  polypectomy 
alone.  If  the  histopathologic  assessment  influenced  in  any 
way  the  decision  to  have  no  further  therapy,  the  exclusion 
of  these  cases  biases  the  study.  Secondly,  included  in  the 
case  analysis  are  12  cases  where  no  endoscopic  polypec- 
tomy was  performed  previous  to  surgery.  Its  unclear  how 
they  retrospectively  evaluated  these  cases  to  determine 
if  the  negative  re.section  margin  produced  by  the  surgical 
pathologist  processing  the  specimen  would  have  repre- 
sented a negative  endoscopic  polypectomy  resection 
margin.  The  specificity  value  for  the  histopathologic 
assessment  in  the  combined  series  is  68%  and  the 
predictive  value  for  a positive  result  is  only  27%.  This 
means  that  although  these  criteria  permit  the  identifica- 
tion of  all  those  cases  with  a poor  prognostic  outcome 
they  do  this  at  the  expense  of  unnecessary  surgery  for  a 
number  of  cases.  A possible  factor  involved  in  this  high 
false  positive  rate  is  the  inclusion  of  the  presence  of 
carcinoma  near  or  adjacent  to  the  resection  margin  as  a 
criteria  for  recommending  further  therapy.  In  the  study 
by  Morson  et  al.,'^  none  of  the  eight  patients  with  doubt- 
fully complete  excisions  treated  by  polypectomy  alone 
had  a poor  prognostic  outcome  on  follow-up.  This 
suggests  that  diathermy  coagulation  can  destroy  tumor 
cells  adjacent  to  the  resection  margin  thus  warranting  no 
further  therapy.  Also,  the  endoscopist’s  impression 
regarding  adequacy  of  excision  is  an  important  factor  to 
consider  when  recommending  further  therapy. 

Finally,  Haggitt  and  coworkers^^  in  a preliminary 
report  of  a retrospective  study  of  64  patients  concluded 
that  the  level  of  invasion  was  a major  predictive 
parameter  of  poor  prognostic  outcome  in  patients  with 
endoscopically  resected  malignant  polyps.  With  their  his- 
topathologic assessment,  which  noted  invasion  into  the 
submucosa  of  the  colon  (which  they  termed  level  4 
invasion),  lymphatic  invasion  and  grade  III  carcinomas, 
they  were  able  to  identify  all  patients  with  a poor  prog- 
nostic outcome  (sensitivity  of  100%).  Again  due  to  the 
small  number  of  cases  with  lymphatic  invasion  and  grade 
III  carcinoma  the  true  statistical  validity  of  these  parame- 
ters as  predictors  of  prognosis  was  questioned.  From 
their  preliminary  data  it  is  difficult  to  judge  the 
association  of  level  4 invasion  in  the  malignant  polyps 
with  the  presence  of  carcinoma  at  the  resection  margin. 
Intuitively,  assessment  of  level  4 invasion  should  have  its 
major  influence  in  the  management  decisions  of  sessile 
polyps. 

After  a recommendation  for  further  therapy  is  given 
based  on  the  assessment  of  histopathologic  criteria,  a 
decision  must  be  made  as  to  the  type  of  treatment  to  be 
used.  Each  case  must  be  individualized  with  regards  to 
the  risks  of  the  operative  procedure  versus  the  risk  of 
residual,  recurrent  or  metastatic  diasease.  It  must  be 
remembered  that  although  very  sensitive,  the  criteria  are 
not  very  specific.  In  poor  surgical  candidates  the  clinician 
might  opt  to  follow-up  the  patient  or  to  perform  a limited 
sleeve  resection.  However,  due  to  the  frequency  of  lymph 
node  metastasis,  a segmental  resection  with  regional 
lymphadenectomy  would  be  regarded  by  most  as  the 
recommended  definitive  treatment.  Those  patients  in 
whom  polypectomy  alone  was  considered  adequate 
therapy  should  be  followed  up  by  colonoscopy.  The 
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duration  and  intervals  of  follow-up  examinations  for 
completely  excised  adenomas  was  one  of  the  subjects 
addressed  in  a recent  workshop  held  during  the  Third 
International  Symposium  on  Colorectal  Cancer. They 
suggested  different  patient  follow-up  protocols  depend- 
ing on  whether  the  patient  was  considered  to  have  a 
minimal  or  a high  risk  for  synchronous  and  metachro- 
nous tumors.  A patient  was  classified  under  the  high  risk 
group  if  on  the  first  examination  one  of  the  following  was 
identified;  the  presence  of  either  multiple  adenomas,  an 
adenoma  greater  than  or  equal  to  two  cm.,  sessile  villous 
or  tubulovillous  adenoma,  or  adenomas  with  severe 
dysplasia,  carcinoma-in-situ  or  invasive  carcinoma. 
Although  these  criteria  were  established  by  a group  of 
experts  in  the  field,  it  is  not  clear  that  conclusive  evidence 
was  available  to  support  their  views.  Of  their  criteria, 
only  the  presence  of  multiple  adenomas,  as  mentioned 
earlier,  has  been  found  to  clearly  correlate  with  a higher 
incidence  of  metachronous  tumors.  A large  size  and  a 
villous  architectural  pattern  in  an  adenoma,  although 
increasing  the  probability  of  finding  cancer  in  that  parti- 
cular adenoma,  have  not  conclusively  been  shown  to 
increase  the  probability  of  synchronous  or  metachronous 
tumors.  Finally,  as  discussed  above,  whether  or  not  the 
presence  of  a higher  degree  of  dysplasia  increases  the  risk 
of  synchronous  and  metachronous  cancers  remains 
uncertain.  Their  recommendations  for  surveillance  of  the 
high  risk  group  are  as  follows:^^  re-examination  in  three 
to  six  months  and  if  negative,  re-examination  one  year 
after  polypectomy.  Further  annual  follow-up  examina- 
tions are  suggested  until  two  successive  negative 
examinations,  after  which  the  interval  between  follow- 
ups can  be  increased  to  three  years.  It  must  be  empha- 
sized that  this  is  only  the  consensus  of  the  workshop 
participants.  The  assessment  of  the  statistical  validity  for 
these  recommendations  is  one  of  the  aims  of  the  above 
mentioned  National  Polyp  Study  Group. 
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Abstract:  A case  report  of  a unilateral  giant  fibro- 

adenoma of  tbe  breast  in  a young  female  patient  is 
presented.  In  view  of  the  small  amount  of  reported  cases  of 
this  entity  in  the  reviewed  medical  literature,  and  since  this 
is  the  first  known  case  of  this  entity  to  be  reported  in  the 
medical  literature  of  Puerto  Rico,  we  feel  that  this  repre- 
sents a worthwhile  addtion. 

The  following  case  report  deals  with  a giant  fibro- 
adenoma of  the  breast  in  a 1 3-year  old  post-pubertal 
female  patient. 

Our  interest  in  presenting  this  case  is  that  after  a 
thorough  research  of  the  available  literature  on  this 
subject,  this  is  the  first  known  reported  case  of  this  entity 
in  the  medical  literature  of  Puerto  Rico.  In  addition,  this 
is  a rare  entity  with  only  a few  cases  having  been  reported 
worldwide. 

Case  Report 

GV,  a 13-year  old  Puerto  Rican  girl  with  no  past 
history  of  systemic  illness  was  admitted  on  February  5, 
1984  complaining  of  an  increase  in  size  of  the  left  breast 
since  two  months  prior  to  admission,  and  also  referring  a 
mass  in  that  same  breast  which  she  refered  was  very 
painful  to  palpitation.  She  referred  no  history  of  nipple 
retraction  or  nipple  discharge.  She  refered  no  prior 
history  of  breast  masses  and  denied  any  type  of  trauma  to 
the  breasts.  She  also  stated  that  there  was  no  familial 
history  of  breast  cancer  or  of  breast  masses,  which  was 
corroborated  by  her  mother. 

Patient’s  menarche  had  been  at  the  age  of  eleven  years 
and  she  referred  that  her  menses  had  been  regular,  every 
28-30  days,  earch  one  lasting  for  approximately  five  days. 

On  physical  exam  the  patient  was  found  to  be  a 59”, 
103  lb  female  patient  of  fair  complexion,  and  of  normal 
development  for  sex  and  age,  who  presented  with  a freely 
moveable  and  slightly  tender  to  palpitation  large  mass  in 
the  lower  quadrants  of  the  left  breast  with  overlying  skin 
changes  similar  to  those  of  the  skin  of  the  breast  of  a 
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pregnant  female,  with  striae,  some  transluscency  of  the 
skin,  and  prominent  tortuous  dilated  superficial  veins. 
There  was  no  nipple  retraction  or  discharge,  and  no  ‘peau 
d’  orange’  dimpling  of  the  skin  was  noted  (Figure  1).  No 
lymph  nodes  were  palpated  in  either  axilla.  Right  breast 
exam  revealed  no  masses,  and  presented  no  pathologic 
findings.  Laboratory  reports  of  CBC,  urinalysis,  and 
serum  chemistry  samples  were  all  within  normal  limits. 

On  January  1984  a fine-needle  aspiration  of  the  mass 
was  performed  as  an  outpatients  at  our  Pediatric  Surgery 
clinics,  which  was  reported  as  negative  for  malignant  cells 
and  suggestive  of  a fibroadenoma.  On  January  12,  1984  a 
mammogram  was  performed  which  revealed  findings 
consistent  with  a 7.5  cm  mass  occupying  most  of  the 
central  and  lower  left  breast.  No  microcalcifications  were 
noted. 


Figure  I.  Pre-operative  appearance  of  I.t-year  old  female  patient  with 
large  breast  mass.  Note  left  breast  enlargement  and  thin  skin  with  striae 
and  distended  superficial  veins. 


On  February  6,  1984  the  patient  was  taken  to  the 
operating  room  where  under  general  anesthesia  and  by  a 
radial  incision  of  the  left  breast,  an  ovoid-shaped  and  well 
encapsulated  mass  measuring  9.5  v 5.3  v 5.5  cms  was 
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excised  (F'igure  2).  The  mass  involved  the  lower  breast 
quadrants,  and  it  was  displacing  the  normal  mammary 
tissue  to  the  external  quadrants.  Externally  the  mass  was 
pinkish-red,  and  on  section  it  presented  a tannish-pink, 
smooth,  glistening,  and  multilobulated  surface  that  was 
firm  on  palpitation  (Figure  3).  The  mass  was  reported  by 
the  pathology  service  to  be  a juvenile  fibroadenoma 
(giant  fibroadenoma)  of  the  left  breast. 

At  the  time  of  surgery  a Penrose  drain  was  left  in  place 
in  the  cavity  produced  after  removal  of  the  tumoral  mass, 
and  it  was  removed  the  next  day,  since  there  had  been 
practically  no  drainage  from  the  site.  The  patient  followed  an 
unevenful  postoperative  course,  and  she  was  discharged 
home  two  days  after  surgery  without  complications. 


Figure  2.  Operative  specimen  removed  by  local  excision.  Note  prominent 
capsular  appearance. 


Discussion 

By  definition,  any  fibroadenoma  which  occupies  a 
major  portion  of  the  breast,  or  which  weighs  more  than 
50()gm  is  considered  to  be  a “giant  fibroadenoma”.' 

The  classic  presentation  of  this  lesion  is  that  of  a large, 
mobile,  painless  and  firm  breast  mass  that  appears 
multilobular  on  palpation.  Most  tumors  are  encapsulated 
and  not  attached  to  the  skin,  although  large  ones  may 
produce  skin  changes  due  to  local  pressure. 

In  the  past,  most  of  these  large  breast  tumors  had  been 
given  the  collective  name  of  “cystosarcoma  phylloides”, 
in  which  entities  like  benign  fibroadenoma  and  fibrosar- 
coma were  included.  In  order  to  clarify  this  somewhat, 
McDonald  and  Harrington  in  their  classic  paper  of  1950 
on  this  subject  summed  up  the  controversy  in  a simple 
fashion  stating  that  “cystosarcoma  phylloides  implies  a 
huge  tumor  of  the  breast  which  is  a bening  fibroadenoma 
in  90  per  cent  of  instances  and  a fibrosarcoma  in  the 
remainder”.^ 

Up  to  now  the  etiology  of  benign  lesions  such  as  the 
one  presented  here  is  unknown.  What  appears  to  be  a 
common  denominator  is  the  fact  that  affected  patients 
are  being  subjected  to  an  excessive  estrogenic  stimulation 
in  an  unopposed  esjrogen  enviroment  such  as  that 
provided  by  progesterone  or  by  an  androgen.'  Most  of 
the  reports  involving  these  benign  tumors  in  adolescent 
females  are  thought  to  possibly  occur  due  to  the  increased 
estrogenic  activity  characteristic  of  this  period. 

We  should  note  that  since  there  is  no  great  estrogenic 
influence  in  the  pre-pubertal  period,  the  female  breast 
remains  a rudimentary  structure  until  puberty,  and  this 
could  account  for  the  rarity  of  breast  tumors  prior  to 
puberty. 

In  their  article  of  1969,  Simpson  et.  al.  stated  that  they 
were  aware  of  only  eight  cases  in  which  a giant  fibro- 
adenoma of  the  breast  had  been  removed  from  a child  13 
years  of  age  or  less.^ 

In  the  management  of  these  lesions  some  have  been 
concerned  with  the  possibility  of  a carcinoma  occuring 
within  a fibroadenoma.  Fortunately,  this  is  a rare  entity. 
It  arises  from  epithelial  cells,  primarily  as  lobular 
carcinoma  in  situ  in  most  reported  cases  and,  in  addtion, 
clinically  these  patients  are  about  20  years  older  than  the 
peak  incidence  of  fibroadenomas  in  the  general  female 
population. ^ 

In  terms  of  management  in  the  adolescent  female 
patient  excision  of  the  lesion  with  its  capsule  is  usually 
curative.  Excision  with  a rim  of  normal  tissue  should  be 
carried  out  in  order  to  assist  the  pathologist  since  dif- 
ferentiation between  benign  and  malignant  lesions  may 
be  difficult  on  occasion.  In  addition,  the  rim  of  normal 
tissue  can  help  us  in  preventing  recurrences  which  are 
usually  caused  by  minor  tumor  appendages  which  were 
overlooked  at  the  time  of  surgery  and  therefore  not 
excised  with  the  main  tumoral  mass.*’  ’’ 

Conclusion 


Figure  Operative  specimen  on  cut  section.  Note  characteristic  fleshy 
consistency  and  multilohulated  appearance. 
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A case  report  of  a unilateral  giant  fibroadenoma  of  the 
breast  in  a young  female  patient  was  presented.  In  view  of 
the  small  amount  of  reported  cases  of  this  entity  in  the 
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re\  icwed  medical  literature,  and  since  this  is  the  first  case 
of  this  entity  to  be  reported  in  the  medical  literature  of 
Puerto  Rico,  we  felt  that  this  would  represent  a worth- 
while addition. 


Resumen:  El  caso  clínico  de  un  fibroadenoma  gigante 

unilateral  del  seno  es  una  joven  es  presentado. 

En  vista  del  pequeño  número  de  casos  de  esta  entidad 
reportados  en  la  literatura  médica  mundial,  y ya  que  este  es 
el  primer  caso  de  esta  entidad  que  se  reporta  en  la  literatura 
médica  de  Puerto  Rico,  consideramos  que  este  artículo 
representa  una  meritoria  contribución  a la  misma. 
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Rafael  Villavicencio,  MI),  FAC'C 
Olga  B.  .loglar,  MI) 


Una  niña  de  25  días  de  edad  se  hospitalizó  en  el  Hospital  Pediátrico  Universitario  para  evalua- 
ción cardiovascular.  Su  historia  reveló  evidencia  de  decompensación  cardíaca  desde  la  pri- 
mera semana  de  vida,  caracterizada  por  dificultad  en  la  alimentación,  “fatiga”  persistente  y 
progresiva,  y cianosis  leve  que  se  acentuaba  al  llorar. 

El  examen  físico  demostró  una  infante  distrófica,  levemente  desaturada,  que  se  apreciaba 
crónicamente  enferma,  y cuyo  peso  era  igual  al  de  nacimiento  (2.7kg).  La  frecuencia  cardíaca  era 
de  160/min  y se  encontraba  taquipneica  (55/min).  La  presión  arterial  era  de  84/40mmHg  y los 
pulsos  se  palpaban  saltones.  A la  palpación  del  precordio  se  encontró  accesibilidad  biventricular  y 
cardiomegalia.  El  S,  estaba  normal,  el  desdoblamiento  del  S,  era  angosto  y el  P2  estaba  significa- 
tivamente aumentado.  Había  un  soplo  continuo  en  el  reborde  esternal  derecho  que  se  trasmitía 
hacia  la  axila  del  mismo  lado.  En  adición  , había  un  soplo  eyectivo  largo  en  los  espacios  inter- 
costales 2 y 3 izquierdos  acompañado  de  un  ruido  de  eyección  temprano.  Se  escuchaba  un  arrastre 
diastólico  en  punta.  El  hígado  se  palpó  a tres  centímentros  bajo  el  reborde  costal  derecho. 

El  electrocardiograma  de  superficie  reveló  desviación  del  eje  QRS  hacia  la  derecha  (+120°), 
dilatación  del  atrio  izquierdo  e hipertrofia  biventricular.  La  radiografía  del  tórax  demostró 
cardiomegalia,  prominencia  biventricular  y de  la  arteria  pulmonar,  e hipervolemia  pulmonar 
arterial.  La  hemoglobina  fue  i3gm/dl. 

La  figuras  1 y 2 son  representativas  de  los  angiogramas  que  se  le  hicieron. 


Figura  1.  Angiograma  del  ventrículo  izquierdo  en  posición  AP. 
VI:  ventrículo  izquierdo,  Ao:  aorta  ascendente,  Ar;  arco  aórtico. 
APD:  arteria  pulmonar  derecha. 


Figura  2.  Arteriograma  pulmonar  en  posición  AP.  AP:arteria  pulmonar 
principal,  API:  arteria  pulmonar  izquierda,  AoD:  aorta  descendente, 
Ao:  aorta  ascendente,  APD:  arteria  pulmonar  derecha. 


¿CUAL  ES  SU  DIAGNOSTICO? 


Hospital  Pediáirico  Univcrsiiario,  Dcpai  iamcnio  de  l'cdiaiiia.  Scí  ción 
de  Cardiología  Pediátrica.  Recinto  de  Ciencia'.  Médicas.  Cniscrsnlad  de 
Puerto  Rico. 
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Hemitronco  Arterioso 

El  hemitronco  arterioso  (HA),  u origen  anómalo  de 
una  arteria  pulmonar  de  la  aorta,  es  una  malformación 
cardíaca  congénita  rara.  Keane  y sus  colaboradores 
revisaron  los  casos  publicados  y,  al  añadir  seis  propios, 
éstos  sumaron  a 50  pacientes.'  La  arteria  pulmonar 
derecha  es  la  que  más  frecuentemente  se  origina  anormal- 
mente de  la  aorta  (85%).^  Esta  es  la  variación  máscomún 
del  grupo  que  incluye  origen  de  las  arterias  pulmonares 
de  la  aorta  ascendente,  del  arco  y de  la  aorta  descen- 
dente.^ 

La  arteria  pulmonar  derecha  en  este  defecto  puede 
nacer  de  las  superficies  derecha  (más  común ),  posterior  o 
izquierda  de  la  aorta  ascendente,  desde  1 cm  sobre  la 
válvula  aórtica  hasta  justamente  el  arco  proximal.  Alre- 
dedor del  80%  de  los  pacientes  tienen  persistencia  del 
conducto  arterioso  a la  arteria  pulmonar  izquierda,  la 
cual  se  origina  de  una  arteria  pulmonar  principal 
normal. ''  Lina  minoría  pueden  tener  defectos  adicionales, 
tales  como  comunicación  interventricular  y tetralogía  de 
Eallot.5 

La  arteria  pulmonar  anómala  usualmente  es  grande  y 
en  muy  pocas  ocasiones  presenta  evidencia  de  estenosis. 
En  la  mayoría  de  los  pacientes,  no  hay  enfermedad 
vascular  obstructiva  antes  de  los  seis  meses  de  edad, 
razón  por  la  cual  el  cuadro  clínico  inicial  máscomún  es  el 
de  fallo  cardíaco  congestivo.  Por  otro  lado,  hay 
invariablemente  hipertensión  arterial  pulmonar  produ- 
cida por  el  aumento  en  el  flujo  arterial,  aún  con  resistencia 
vascular  baja. 

Dos  etiologías  embriológicas  han  sido  propuestas  para 
explicar  este  defecto.  La  primera  tiene  que  ver  con  el  seg- 
mento proximal  del  sexto  arco  embrionario  que,  ya  sea, 
no  se  desarrolla,  se  invagina  después  de  desarrollarse,  o 
no  se  establece  una  comunicación  permeable  con  el 
pulmón  afectado.  El  flujo  sanguíneo  a este  pulmón  se 
mantiene  a través  del  segmento  distal  del  arco  sexto."  La 
segunda  posibilidad  considera  que  la  arteria  pulmonar 
derecha  puede  originarse  de  la  porción  del  tronco  arte- 
rioso embrionario  que  luego  se  desarrollaría  en  aorta, 
debido  a una  rotación  del  ángulo  de  esta  porción  del 
tronco  en  su  aspecto  dorsal.’ 

La  angiografía  del  ventrículo  izquierdo  de  nuestro 
paciente  (Eig.  1)  demostró  dilatación  e hipertrofia  del 
ventrículo  izquierdo,  arco  aórtico  izquierdo  y origen  de  la 
arteria  pulmonar  derecha  de  la  superficie  posterior  de  la 
aorta  ascendente.  Se  puede  notar  que  la  arteria  pulmonar 
derecha  y sus  ramas  son  grandes  y demuestran  aumento 
en  sus  volúmenes.  El  arteriograma  pulmonar  (Eig.  2) 
demostró  una  arteria  pulmonar  principal  dilatada,  en 
posición  normal  y una  válvula  pulmonar  competente.  La 
arteria  pulmonar  izquierda  tiene  origen  normal  y está 
dilatada.  Debido  a la  presencia  de  hipertensión  pulmonar 
V persistencia  del  conducto  arterioso,  hubo  opacificación 
de  la  aorta  descendente.  En  adición,  siendo  baja  la  resis- 
tencia vascular  en  el  pulmón  derecho,  éste  “sustrae" 
sangre  con  contraste,  opacificándose  así,  retrógrada- 
mente, el  arco  aórtico,  parte  de  la  aorta  ascendente  y la 
arteria  pulmonar  derecha. 

La  sobrevivencia  de  los  pacientes  con  esta  variedad  de 
HA  depende  del  diagnóstico  y tratamiento  quirúrgico 


tempranos.  El  procedimiento  quirúrgico  de  elección  es  la 
anastomosis  de  la  arteria  anómala  a la  arteria  pulmonar 
principal  y,  en  este  caso,  división  del  conducto  arterioso. 
En  ausencia  de  enfermedad  vascular  obstructiva  pulmo- 
nar, esta  operación  establecerá  una  anatomía  normal, 
eliminará  los  síntomas  de  fallo  congestivo  y evitará  la 
hipertensión  pulmonar  irreversible,  esta  última  siendo  la 
causa  de  muerte  más  frecuente  en  estos  pacientes.  El 
pronóstico  es  bueno  si  el  defecto  se  corrige  temprano. 
Debemos  mencionar  que  la  operación  descrita  fue 
llevada  a cabo  en  el  Hospital  Pediátrico  Universitario 
cuando  la  paciente  contaba  con  30  días  de  edad, 
utilizándose  un  injerto  sintético  para  la  anastomosis  con 
resultados  excelentes. 
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Abstract:  Tumors  of  the  trachea  are  rare  in  children. 

When  seen,  diagnosis  may  be  difficult  because  presentation 
can  be  insidious,  resembling  other  obstructive  airway 
disease.  We  present  a 3 1/2  year-old  boy  with  a tracheal 
papilloma  initially  diagnosed  as  bronchial  asthma  and 
treated  for  several  months  with  bronchodilators,  before  the 
correct  diagnosis  was  established. 

Tracheal  papillomas  are  rare  in  children.  A general 
pediatrician  is  not  likely  to  be  confronted  with 
this  type  of  lesion  and  may  have  some  difficulty  in  esta- 
blishing the  correct  diagnosis.  Symptoms  are  not  specific 
and  the  picture  can  be  confused  with  a more  common 
condition  such  as  bronchial  asthma.  A child  with  a 
tracheal  papilloma  is  presented  who  was  treated  as  if  he 
had  bronchial  asthma  for  several  months  until  signs  and 
symptoms  became  more  specific  for  upper  airway 
obstruction. 

Cases  Presentation 

A 3 1/2  year-old  male  with  an  unremarkable  perinatal 
history  was  doing  well  until  one  year  prior  to  admission 
when  he  developed  “bronchial  asthma”;  was  treated  with 
oral  bronchodilators  and  improved  temporarily.  There- 
after, treatment  with  theophylline  and  metaproterenol 
was  administered  as  needed  for  frequent  exacerbations. 
In  January  1985  he  was  hospitalized  for  an  episode  of 
respiratory  distress  with  inspiratory  stridor  and  brassy 
cough,  diagnosed  as  croup. 

Three  months  prior  to  admission  to  our  hospital,  the 
mother  noticed  that  the  child  was  developing  hoarseness 
and  his  “wheezing  was  becoming  different”.  She  made 
several  visits  to  different  medical  facilities,  where  she  was 
told  he  was  just  having  exacerbations  of  his  asthmatic 
condition.  In  May  1985  the  child  was  hospitalized  at  the 
University  Pediatric  Hospital.  On  physical  examination, 
the  heart  rate  was  80/min.  and  the  respiratory  rate 
22/min.  There  were  suprasternal  retractions  with 
audible  inspiratory  striijor,  scattered  expiratory  wheezes 


*From  the  Pediatric  Pulmonary  Program,  Department  of  Pediatrics, 
School  of  Medicine  of  the  University  of  Puerto  Rico,  San  ./uan  Puerto  Rico 
00936.  Supported  in  part  by  Department  HHS grant  no.  MCJ-000950-  / 2- 
0.  PHS,  HRS.  BHCDA,  MCH. 


and  stridor  transmitted  from  the  upper  airways.  The  rest 
of  the  examination  was  unremarkable. 

The  chest  roentgenogram  was  essentially  negative 
(Fig.  1 ).  The  lateral  roentgenogram  of  the  neck  showed  a 
round,  soft-tissue  density  in  the,  lumen  of  the  trachea 
partially  occluding  the  upper  airway  (Fig.  2).  The  child 
was  taken  to  the  operating  room  where  a rigid  bronchos- 
copy was  done.  A friable,  verrucous  lesion  was  present 
in  the  trachea.  It  appeared  to  be  several  millimeters  in 
diameter  and  was  located  about  1 1/2  centimeters  distal 
to  the  vocal  cords.  It  was  surgically  excised  in  fragments. 
The  pathological  report  was  squamous  cell  papilloma. 
The  postoperative  period  was  unremarkable  and  the 
patient  went  home  doing  well  although  gradually  the 
symptoms  returned  and  the  procedure  had  to  be  repeated 
in  May  1986. 


Figure  1.  Chest  roentgenogram  is  essentially  negative. 
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Figure  2.  I.aleral  roentgenogram  of  the  neck  shows  a round  soft-tissue 
density  located  in  the  lumen  of  the  trachea  and  partially  occluding  the 
subglottic  area. 


Comments 

Laryngotracheal  tumors  in  the  pediatric  age  are 
usually  benign  (papillomas,  fibromas,  hemangiomas).  Of 
these,  papilloma  of  the  larynx  is  the  most  common.'  The 
tracheobronchial  tree  is  often  involved  and  rarely  the 
lung  parenchyma  may  also  be  affected.  Dyspnea, 
hoarseness  and  stridor  are  the  most  common  symptoms, 
but  wheezing  and  cough  are  not  unusual.  Symptoms  may 
appear  insidiously,  are  not  specific  and  may  easily  be 
confused  with  those  of  asthma  or  bronchitis.  Obstructive 
emphysema,  atelectasis,  pneumonias,  lung  abscess  and 
bronchiectasis  may  occur  in  these  patients  making  the 
presentation  more  likely  to  be  confused  with  other  forms 
of  obstructive  airway  disease. 

There  are  reports  in  the  literature  of  patients  with 
wheezes  and  respiratory  distress  who  received  broncho- 
dilators  for  years  before  the  diagnosis  of  tracheal 
papilloma  was  made.^  This  is  explained  by  the  fact  that 
the  tumor  may  grow  slowly  and  considerable  time  may 
elapse  before  it  is  large  enough  to  obstruct  the  lumen  of 
the  trachea  or  larynx,  producing  symptoms  and  signs  of 
upper  airway  obstruction. 

Histologically,  these  tumors  resemble  cutaneous  warts 
and  are  not  invasive.  The  probable  etiology  is  a papova- 
like  virus  through  maternal  transmission.  Oneor  more  of 
the  human  papilloma  viruses  may  be  theetiologicagents. 
Mounts  et.  al.  demonstrated  that  the  pharyngeal 
papillomas  they  examined  contained  viral  genomes 
closely  related  to  the  human  papilloma  virus  type  6 
(HPV-6),  a subgroup  of  the  family  of  the  Papovaviriciae, 
present  in  condylomata  acuminata  (genital  warts).' 
Maternal  transmission  has  been  proposed  in  reports  of 
laryngeal  papillomas  occurring  in  children  whose  mother 
had  condylomata  at  the  time  of  delivery. 

After  the  diagnosis  was  know  in  our  case,  the  mother 
was  further  questioned  and  she  reported  having  a genital 
wart  at  the  time  of  delivery. 

Laryngeal  papillomas  may  represent  a serious  problem 
because  of  the  location,  resistance  to  treatment, 
recurrences,  possible  spread  downward  in  the  respiratory 


tract,  and  the  fact  that  malignant  transformation  has 
been  suspected  in  adults.'»  ' At  present,  excision  is  the 
treatment  of  choice,  but  recurrence  is  frequent.  Electro- 
coagulation, CO2  Laser,  interferon,  bleomycin  and 
transfer  factor  have  been  used  with  variable  rates  of 
success.'»  '»  *»  ^ Spontaneous  remissions  are  frequent 
and  this  makes  it  difficult  to  evaluate  any  specific  form  of 
therapy. 

Tracheostomy  is  said  to  be  required  in  4%  to  64%  of 
patients  and  Laser  removal  is  said  to  reduce  the 
frequency  of  tracheostomy  to  2%.’ 

There  are  conflicting  reports  about  the  natural  history 
of  laryngeal  papillomas.  Those  which  describe  “juvenile 
laryngeal”  or  “juvenile  laryngobronchial”  papilloma- 
tosis consider  the  disease  as  being  usually  benign;  one 
that  regresses  with  age  and  likely  to  undergo  spontaneous 
remission.*’  ’ Other  reports,  involving  mixed  age  groups 
from  1 to  78  years,  regard  the  lesions  as  rapidly  growing, 
located  primarily  on  the  vocal  cords,  but  also  involving 
the  oral  cavity,  trachea  and  lungs.  The  clinical  course  is 
described  as  being  characterized  by  multiple  recurrences, 
sometimes  needing  surgery  every  4 weeks  interspersed 
with  periods  of  remission  lasting  for  months  or  years. 
Papilloma  virus  DNA  has  been  reported  in  the  lesions  as 
well  as  in  apparently  normal  tissues.  This  finding  would 
explain  the  recurrences  despite  apparent  complete 
removal  of  the  lesions. 

Resumen:  Las  tumefacciones  de  la  traquea  son  raras  en 

los  niños;  es  poco  probable  que  el  pediatra  general  tenga 
que  enfrentarse  con  este  diagnóstico  y podria  encontrar 
dificultades  para  establecerlo.  La  presentación  es  solapada 
y se  confunde  con  otras  afecciones  obstructivas  de  las  vias 
aéreas.  Se  presenta  el  caso  de  un  niño  de  tres  años  de  edad 
con  un  papiloma  de  la  traquea  cuyos  síntomas  se  confundie- 
ron con  los  de  asma  bronquial  y fue  tratado  con 
broncodilatadores  durante  varios  meses  antes  de  que  se 
estableciera  el  diagnóstico  correcto. 
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All  the  below  shown  CT’s  were  done  to  patients  who  came  to  the  Puerto  Rico  Medical  Center 
Emergency  Room  unconscious  and  after  receiving  trauma  to  the  head. 


Professor  and  Chief,  Division  of  Diagnostic  Radiology,  University  of 
Puerto  Rico,  School  of  Medicine 
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Discussion 

Computed  tomography  is  the  accepted  method  for  the 
evaluation  of  head  trauma  and  no  patient  should  be 
denied  this  diagnostic  procedure  if  a history  of  loss  of 
consciousness  is  obtained.  Below  are  the  diagnoses  of  the 
cases  shown  in  the  previous  page. 


1 

Figure  I.  Epidural  Hematoma. 

The  high  density  (whiteness)  and  the  “lenticular”  configuration  ( O ) 
attest  to  the  presence  of  fresh  blood  within  the  constrains  of  the  dura 
(medial  aspect)  and  the  endocranium  (lateral  aspect).  The  epidural 
compartment  restrains  the  spread  of  the  hematoma. 


2 

Figure  2.  Acute  Subdural  Hematoma. 

The  high  density  (whiteness)  indicates  fresh  blood  ( O )■  The  pan- 
hemispheric  spread  of  the  hematoma  compressing  directly  the  hemisphere 
and  conforming  to  its  surface  indicates  its  subdural  location.!  ) 

Observe  the  contralateral  shift  of  the  midline  structures!  ( ) 


f igure  -T  ISilateral  Subdural  Hematomas  (.Acute-Cbronic) 

Fhe  low  density  (black)  lateral  to  tbe  high  density  (white)  in  these  extra- 
cerebral collections  indicate  a chronic  subdural  already  established  before 
the  new  traumatic  episode  occurred.  I'his  is  a common  finding  in  chronic 
alcoholics  who  receive  repeated  head  trauma  and  bleed  easily  due  to  tbe 
presence  of  a bleeding  diathesis,  a consecuencc  of  its  chronic  ethanolism! 


4 

Figure  4.  Chronic  Subdural  Hematoma. 

The  upper  low  density  ( [_  ) represents  the  “supernatant”  (non  cellular 

part)  and  the  lower  high  density  ( H ) represents  the  “decanted” 
cellular  debris.  Observe  the  marked  contralateral  shift  of  the  midline 
structures  with  compression  of  the  left  lateral  ventricle  and  obstruction  of 
the  right  ventricle  ( ). 


Figure  S.  Bilateral  intracerebral  hematoma  with  cerebral  edema.  The 
high  density  (white)  areas  ( Q ) in  both  frontal  lobes  represent 
hematomata  disrupting  the  cerebral  anatomy  with  low  densities  along 
their  periphery  ( ) indicating  cerebral  edema.  There  is  a prepon- 
derant right  to  left  shift  ( ;^  ) of  the  midline  structures  telling  the 

neurosurgeon  that  the  right  frontal  ( f ) hematoma  must  be  evacuated 
immediately! 


Figure  6.  Intraventricular  Hemorrage.  - 

Observe  the  blood  clot  conforming  to  the  ventricular  contour  ( O ). 
Before  CT  evaluation  of  head  trauma.  It  was  said  that  once  there  was 
blood  within  the  ventricles,  the  patient  had  no  change  of  survival!  That  was 
so,  because  the  only  way  that  we  could  diagnose  intraventricular  blood  was 
at  the  operating  table  (severe  traumatic  cases!)  And  at  the  autopsy  table! 
In  our  experience  it  is  not  uncommon  to  see  surviving  patients  after  severe 
trauma  with  intraventricular  hemorrage  thanks  to  the  care  of  our 
neurosurgeons? 
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lleana  Rosario  Durán,  OTR* 
Carmen  M.  Marcano  Viera,  OTR* 


En  las  pasadas  décadas,  la  ciencia  médica  ha  avan- 
zado en  forma  dramática;  el  promedio  y/o  expecta- 
tiva de  vida  ha  aumentado  significativamente.  Existe, 
pues,  una  población  mayor  que  padece  de  alguna  condi- 
ción física  o enfermedad.  Esta  tendencia  acentúa  la 
necesidad  de  que  el  equipo  interdisciplinario  de  la  salud 
trabaje  en  conjunto  en  favor  de  la  pronta  re-integración 
del  paciente  a su  hogar,  empleo  y comunidad.  Esta  línea 
de  pensamiento  y acción  compara  favorablemente  con  la 
historia,  filosofía,  bases  teóricas  e intervención  de  la 
profesión  de  terapia  ocupacional. 

La  terapia  ocupacional  marca  su  inicio  en  el  área  de  dis- 
función física  con  la  participación  de  los  Estados  Unidos 
de  Norte  América  en  la  primera  guerra  mundial.  La 
nación  tiene  la  necesidad  de  rehabilitar  a los  hombres 
heridos  durante  el  conflicto  bélico.  Se  propone  a las 
fuerzas  armadas  utilizar  la  terapia  como  medio  de  inter- 
venir con  el  enfermo  y/o  impedido  físicamente.  Luego  de 
la  oposición  inicial,  se  nombraron  los  “auxiliares  de 
reconstrucción”  para  trabajar  en  los  hospitales  del  ejér- 
cito. Los  fisioterapistas  eran  adiestrados  para  dar 
masajes,  ejercicios  y otras  modalidades  específicas, 
mientras  que  a los  terapistas  ocupacionales  se  les  adies- 
traba en  el  arte  de  utilizar  las  actividades  manuales, 
juegos  y tareas  cotidianas  como  medio  terapéutico. 

A partir  de  ese  momento  histórico,  la  terapia  ocupa- 
cional obtuvo  reconocimiento  en  el  campo  de  la 
disfunción  física  y comenzó  a desarrollarse  el  enfoque 
científico  que  posee  nuestra  profesión  actualmente. 

El  proceso  de  intervención  se  inicia  a través  de  dos 
pasos:  la  entrevista  y el  proceso  evaluativo.  Estos  repre- 
sentan el  primer  contacto  entre  el  terapista  y el  paciente  y 
marcan  el  comienzo  de  la  relación  de  empatia  que  preva- 
lecerá durante  todo  el  período  de  intervención. 

De  entre  una  extensa  variedad  de  instrumentos  evalua- 
tivos,  el  profesional  seleccionará  aquellos  qe  considere 
indicados,  según  la  condición/diagnóstico  del  paciente. 


*Terapista  Ocupacional  Registrada.  Centro  de  Rehabilitación  Voca- 
cional,  Río  Piedras,  Puerto  Rico 


Algunas  de  las  evaluaciones  más  comúnes  son:  evalua- 
ción de  arco  de  movimiento  articular,  fuerza  muscular, 
coordinación,  agarres  prehensiles,  perceptual  motora, 
evaluación  de  hemiplegia,  etc. 

Luego  de  obtener  los  resultados  de  la  batería  de  prue- 
bas administradas,  se  procede  a:  identificar  los  pro- 
blemas específicos,  delinear  los  objetivos  de  tratamiento 
y elaborar  el  plan  de  acción.  Este  último  siempre  incluirá 
las  actividades,  ya  que  es  la  actividad  u ocupación  el 
medio  terapéutico  que  distingue  a nuestra  profesión. 
Ocupación  no  respecto  a trabajo,  sino  ocupación  de  la 
mente  y el  cuerpo  en  una  actividad  científicamente  ana- 
lizada y dirigida  a la  obtención  de  unos  objetivos  de 
tratamiento  específicos. 

El  próximo  paso  dentro  del  proceso  de  intervención  es 
la  implementación  del  plan  de  acción.  Periódicamente  el 
terapista  practica  re -evaluaciones.  Estas  le  permiten 
determinar  los  progresos  obtenidos  en  la  ejecución  del 
paciente  y la  necesidad  de  modificaciones  en  los  objetivos 
de  tratamiento  o el  plan  de  acción  inicial.  En  adición, 
éstas  nos  indican  cuando  el  tratamiento  debe  ser  finali- 
zado porque  el  individuo  alcanzó  el  máximo  de  bene- 
ficios. 

En  este  punto  es  importante  mencionar  qué  elementos 
dirigen  la  elaboración  del  plan  de  acción  del  terapista 
ocupacional  y la  selección,  uso  y aplicación  de  las  activi- 
dades terapéuticas  utilizadas  con  cada  paciente/cliente. 
Con  este  propósito  discutiremos  brevemente  los  enfo- 
ques de  tratamiento  principales  en  el  área  de  disfunción 
física.  Además  describiremos  en  las  tablas  algunos 
ejemplos  específicos  de  condiciones  y la  intervención 
terapéutica  fundamentada  en  las  bases  teóricas  del 
enfoque  discutido. 

Los  tres  enfoques  de  tratamiento  principales  son: 

1.  Enfoque  de  Neurodesarrollo 

II.  Enfoque  Biomecánico 

III.  Enfoque  de  Rehabilitación 

I.  Enfoque  de  Neurodesarrollo: 

Basándose  en  principios  neurofisiológicos  y de  desa- 
rrollo (de  donde  se  acuña  el  término  neurodesarrollo), 
este  enfoque  se  dirige  a promover  el  desarrollo  normal  y 
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el  control  muscular  voluntario. 

Se  utiliza  con  pacientes  que  presentan  daño  cerebral 
(por  ejemplo:  accidentes  cerebrovasculares,  perlesía  y 
contusión  cerebral).  Postula  que  la  sensación  y el  movi- 
miento están  muy  relacionados  y los  que  han  sufrido 
daño  en  el  cerebro  mantienen  intactas  las  vías  periféricas 
y el  cordón  espinal.  Por  lo  tanto,  losestímulos  sensoriales 
son  transmitidos  al  cerebro  a través  de  estas  vías  subcorti- 
cales con  el  potencial  de  influenciar  la  conducta  motora. 

Algunos  de  los  marcos  de  referencia  incluidos  en  este 
enfoque  son: 

A.  Bobath  - Tratamiento  de  neurodesarrollo 

El  movimiento  es  una  necesidad  fisiológica,  ya  que 
mantiene  el  tono  muscular  y nos  permite  responderá  las 
demandas  del  ambiente.  Es  por  eso  que  el  movimiento  es 
la  modalidad  principal  bajo  este  marco  teórico.  Es  utili- 
zado para  la  inhibición  de  patrones  motores  anormales; 
con  la  facilitación  simultánea  de  las  reacciones  de  ende- 
rezamiento, de  equilibrio,  protectivas  y otros  patrones 
motores  normales.  Se  provee  al  paciente  de  experiencias 
sensorimotoras  con  el  propósito  de  normalizar  el  tono 
muscular  afectado  y promover  el  aprendizaje  de  movi- 
mientos más  adecuados. 

B.  Brunnstrom  - Terapia  de  movimiento 

Este  modelo  presenta  las  etapas  de  recuperación  que 
aparecen  en  una  secuencia  definida  en  las  extremidades 
del  paciente  hemipléjico.  Incluye  técnicas  específicas  de 
promover  el  progreso  de  una  etapa  a la  próxima. 
Estimula  el  movimiento  en  patrones  sinergistas  a través 
de  la  influencia  de  los  reflejos  tónicos  laberintinos  y los 
efectos  de  las  reacciones  asociadas.  Luego  promueve  el 
desarrollo  del  control  motor  voluntario. 

C.  Rood  - Enfoque  neurofisiológico 


Los  componentes  principales  de  su  teoría  son: 

1.  Los  estímulos  sensoriales  evocan  respuestas  moto- 
ras. Es  por  eso  que  se  utilizan  estos  para  inhibir 
aquellas  respuestas  motoras  anormales  y facilitar  las 
adecuadas,  (facilitación  neuromuscular). 

2.  El  control  sensorimotor  se  obtiene  siguiendo  una 
secuencia  de  desarrollo  normal.  El  terapista  inicia  su 
tratamiento  considerando  el  nivel  de  desarrollo  en  el 
que  se  encuentre  el  paciente;  progresando  en  secuen- 
cia hacia  niveles  más  altos. 

3.  El  movimiento  tiene  propósito.  Utiliza  actividades 
para  demandarle  al  paciente  una  respuesta  motora  a 
nivel  subcortical.  La  atención  se  dirige  hacia  la 
actividad  y no  al  movimiento. 

Para  tener  una  idea  más  concreta  de  la  aplicación 
práctica  de  estos  principios  dentro  del  enfoque  discutido, 
ofrecemos  la  primera  tabla.  En  ella  presentamos  a un 
paciente  hemiplégico  que  es  referido  a Terapia  Ocupa- 
cional por  su  médico.  El  terapista  ya  ha  efectado  los 
procesos  de  entrevista  y evaluación.  Se  exponen  varios  de 
los  problemas  identificados  en  el  paciente  y algunas  de  las 
modalidades  específicas  de  tratamiento  utilizadas  en 
terapia  ocupacional.  (Tabla  I) 

11.  Enfoque  Biomédico 

Este  enfoque  aplica  los  principios  de  kinemática 
(estudia  la  geometría  del  movimiento)  y kinética  (fuerzas 
que  producen  el  movimiento)  al  cuerpo  humano.  Se 
utiliza  con  pacientes  que  presentan  limitaciones  físicas 
como:  disminución  de  la  tolerancia,  la  fuerza  muscular  y 
el  arco  de  movimiento  articular  necesarios  para  realizar 
las  actividades  de  la  vida  diaria. 

El  terapista  ocupacional  seleccionará  la  actividad 
terapéutica  indicada,  luego  de  efectuar  un  análisis 
biomecánico  de  ésta;  basándose  en  sus  conocimientos  de 


Tabla  1 


Enfoque  de  Neurodesarrollo 

Problemas  identificados  en  el  bemipléjico 

Intervención  de  Terapia  Ocupacional 

1.  Disminución  de  sensación  en  la 
extremidad  superior  afectada. 

Aplicación  de  estímulos  táctiles  y propioceptivos;  por  ejemplo:  frotar 
diferentes  texturas  y diversas  temperaturas  sobre  la  piel  del  paciente. 
Identificación  de  objetos  a través  del  tacto  (estereognosis). 

2.  Espasticidad  en  extremidad  superior 
presentando  patrón  sinergista  flexor. 

Posición  invertida  para  estimular  los  músculos  extensores  a través  del 
sistema  vestibular. 

Técnicas  de  facilitación  neuromuscular,  ejemplo:  “iang” 

(aplicación  de  frío),  vibración,  "tapping”,  etc. 

3.  Pobre  habilidad  par  coger  y soltar 
objetos,  ausencia  de  los  diferentes 
agarres  de  la  mano. 

Juegos  adaptados  y actividades  manuales  que  provean  para  el  uso  de 
los  agarres  deseados. 

4.  Balance  regular  del  tronco. 

Juegos  amplios  y actividades  en  el  matress  disminuyendo  el  soporte 
gradualmente.  Buscando  reacciones  de  enderezamiento,  protectivas  y 
de  equilibrio. 

5,  Problemas  perceptuales 

Actividades  tales  como  rompecabezas,  construcción  con  bloques  y otros 
ejercicios  dirigidos  a desarrollar  destrezas  perceptuales  especiñcas 
e importantes  para  la  vida  diaria. 
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anatomía,  kinesilología  y estudios  específicos  de  electro- 
miografia.  Algunos  de  los  componentes  de  la  actividad 
que  son  considerados  son:  a)  Localización  exacta  de  las 
herramientas  y equipos  a utilizarse  en  relación  al  cuerpo 
del  paciente,  b)  Los  pasos  de  la  actividad,  c)  Los  movi- 
mientos en  cada  paso  y la  excursión  de  los  mismos, 
d)  Repetición  del  movimiento  deseado,  e)  El  tipo  de 
contracción  muscular,  f)  Fuerza  mínima  necesaria  para 
realizar  los  movimientos,  g)  Formas  en  que  se  puede 
adaptar  la  actividad  para  alcanzar  los  objetivos  de 
tratamiento. 

Otros  aspectos  incluidos  en  este  enfoque  son  la 
selección,  diseño,  construcción,  “check  out”  y/o  entre- 
namiento en  el  uso  de  equipos  ortóticos  o férulas.  Se  utili- 
zan para  sustituir  o restaurar  función  motora,  asistir 
músculos  débiles,  posicionar,  alinear,  inmobilizar, 
reducir  dolor,  prevenir  y/o  corregir  deformidades. 

Un  ejemplo  de  una  de  las  condiciones  que  más  se  bene- 
ficia de  la  aplicación  de  los  principios  del  enfoque 
biomécanico,  es  la  artritis  reumatoidea.  En  nuestra 
segunda  tabla  exponemos  un  paciente  artrítico  con 
algunos  de  los  problemas  típicos  y la  intervención  del 
terapista  ocupacional.  Ver  tabla  II. 

III.  Enfoque  de  Rehabilitación 

Muchas  de  las  personas  que  sufren  una  lesión  o enfer- 
medad presentarán  una  limitación  física,  temporera  o 
permanente.  El  paciente  alcanza  un  máximo  de  función 
física  según  la  condición  (diagnóstico  y pronóstico.  Es 
entonces  donde  el  terapista  ocupacional  introduce  el 
enfoque  rehabilitacional,  que  podría  describirse  como 
compensatorio.  Se  le  enseña  al  impedido  a utilizar  sus 
fortalezas  para  alcanzar  el  máximo  nivel  de  independen- 
cia en  los  componentes  ocupacionales.  Estas  son,  las 
actividades  en  la  que  nos  desenvolvemos  diariamente: 
cuidado  propio,  trabajo,  educación  tareas  del  hogar, 
recreación  y juego,  que  le  dan  sentido  y satisfacción  a la 
vida. 


A través  de  la  evaluación  se  determina  las  dificultades 
que  tiene  el  paciente  al  realizar  las  actividades  cotidianas 
(higiene,  comer,  vestirse,  manejo  de  silla  de  ruedas, 
transferencias,  etc.)  Se  ofrece  entrenamiento  en  técnicas  o 
métodos  específicos  de  hacer  la  tarea  según  la  limitación 
física  y la  función  residual  presente.  Se  provee  de  equipos 
asistivos  y/o  adaptados,  comerciales  o construidos  por  el 
terapista. 

Elementos  adicionales  dentro  de  este  enfoque  son;  el 
adiestramiento  en  el  control  y uso  de  prótesis  de  extre- 
midad superior,  adiestramiento  en  escritura  y cambio  de 
dominancia  entre  otros.  Además,  se  educa  a los  familia- 
res del  paciente,  se  visita  el  hogar,  empleo  y comunidad 
para  recomendar  los  cambios  al  ambiente  físico  (rampas, 
ampliaciones  de  puertas,  etc.)  y la  adquisición  del  equipo 
médico  asistivo  (ej.  barras  y bancos  de  baño,  etc.)  que 
aumentarán  las  independencia  del  individuo  con  un 
impedimento  y/o  facilitará  el  manejo  del  mismo  por 
parte  de  sus  familiares  o encargados. 

En  este  momento  lo  referimos  a la  última  tabla  de  este 
artículo  para  que  integre  los  conceptos  descritos  dentro 
del  enfoque  de  rehabilitación.  En  ella  incluimos  el  diag- 
nóstico o condición  del  paciente,  el  problema  identi- 
ficado y el  beneficio  terapéutico  que  éste  recibe  a través 
de  nuestra  intervención  profesional.  (Ver  la  tabla  2). 

Ya  se  conoce  nuestro  proceso  de  intervención  y los  con- 
ceptos básicos  de  los  enfoques  de  tratamiento  más 
utilizados  en  el  área  de  disfunción  física.  Estos  enfoques  se 
integran  y se  utilizan  en  combinación  según  las  necesida- 
des específicas  de  cada  paciente/cliente.  Sobre  las  bases 
teóricas  de  los  enfoques  discutidos  se  fundamentan 
nuestros  planes  de  acción  y la  selección  de  las  actividades 
terapéuticas,  que  son  nuestro  medio  de  tratamiento  por 
excelencia. 

Como  ya  discutimos  anteriormente,  las  actividades 
van  dirigidas  a la  obtención  de  unos  objetivos  diseñados 
específicamente  a mejorar  o restaurar  una  función  física. 
Sin  embargo,  toda  actividad,  además  de  componente 
físico,  envuelve  elementos  congnoscitivos  y afectivos.  El 


Tabla  2 


Enfoque  Biomecánico 

Problemas  Identificados  en  el  Artrítico 

Intervención  de  Terapia  Ocupacional 

1.  Disminución  de  arco  de  movimiento 
debido  a la  inflamación  de  las 
articulaciones  y la  inmovilización 
prolongada  por  el  dolor. 

Técnicas  de  movilización  de  extremidad  superior. 

Actividades  con  propósito  que  provean  un  aumento  gradual  en 
movimiento. 

2.  Riesgo  0 existencia  de  contracturas 
y deformidades. 

Construcción  de  férulas  para  proveer  alineamiento  correcto  a las 
articulaciones,  disminuir  dolor,  etc. 

Enseñar  técnicas  de  protección  de  articulaciones  para  evitar  el  uso 
inadecuado  de  éstas  y las  fuerzas  que  promueven  el  desarrollo  de 
deformidades. 

3.  Envolvimiento  sensorial,  si  ocurre 
compresión  de  nervios. 

Ejemplo:  Síndrome  del  túnel  carpal. 

Inmobilización  de  la  muñeca  a través  de  férulas  de  posicionamiento. 
Re-educación  sensorial  y muscular,  según  el  daño  ocurrido. 

4.  Reducción  de  la  capacidad  funcional. 

Educar  al  paciente  para  que  en  su  estilo  de  vida  mantenga  un  balance 
entre  actividad  y descanso. 

Enseñar  técnicas  específicas  que  facilitan  la  ejecución  de  las  tareas 
cotidianas,  utilizando  principios  de  simplificación  de  trabajo 
y conservación  de  energías  físicas. 
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Tabla  3 

Enfoque  de  Rehabilitación 

Condición 

Problema  Identificado 

Intervención  de  Terapia  Ocupacional 

1.  Hemiplegia 

,Ama  de  casa  con  dificultad  para 
reah/.ar  las  tareas  del  hogar, 
luego  de  su  condición. 

Adiestramiento  en  el  uso  de  métodos  y equipos 
asistivos  diseñados  para  realizar  las  tareas  del  hogar 
con  una  sola  extremidad  superior  funcional. 

2.  Lesión  al  cordón 
espinal.  Cuadriplegia 
a nivel 

Joven  con  limitación  en  la 
ejecución  de  las  actividades  del 
diario  vivir 

Técnicas  específicas  y equipos  asistivos  útiles  para 
realizar  las  actividades  cotidianas  tales  como: 
vestirse,  bañarse,  transferencias  de  la  silla  de  ruedas 
a otras  superficies,  etc.  Entrenamiento  en  escritura 
utilizando  función  de  tenodesis. 

Recomendación,  descripción  y entrenamiento  en  el 
uso  de  equipo  médico  asistivo  y sillas  de  ruedas. 
Orientación  sobre  la  eliminación  de  las  barreras 
arquitectónicas  en  el  hogar. 

3.  Dolor  en  el  área 
lumbar  de  la  espalda. 

Empleado  cuya  condición  limita  su 
ejecución  de  las  tareas  propias  del 
hogar,  trabajo  y comunidad. 

Enseñanza  de  principios  biomecánicos  y la  aplicación 
de  éstos  a la  vida  cotidiana.  Esto  incluye  una 
evaluación  del  tipo  de  trabajo  que  éste  practica  y 
recomendaciones  específicas  para  proteger  su 
espalda.  Técnicas  de  simplificación  de  tareas  y 
conservación  de  energías  físicas. 

terapista  ocupacional  respaldado  por  su  preparación 
académica  en  el  área  de  sicosocial,  hace  uso  de  estos 
componentes  de  la  actividad  para  facilitar  los  procesos 
sicológicos/emocionales  de  adaptación  a la  condición. 
Visualizamos  al  individuo  como  un  ente  total;  por  lo 
tanto  no  consideramos  el  aspecto  fisico  aisladamente. 

Somos  un  agente  más  en  el  proceso  de  rehabilitación 
que  facilita  la  verdadera  re-integración  del  paciente  a la 
comunidad.  Nos  esforzamos  en  preparar  al  individuo 
para  que  funcione  al  má.ximo  de  su  potencial  fisico, 
mental  y emocional;  mejorando  de  esta  manera  su 
calidad  de  vida. 
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How  you  live 
may  save  your  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society. 
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ARTICULOS  ESPECIALES 


Drugs  and  Insomnia:  the  Use  of 
Medications  to  Promote  Sleep 


Summary:  The  past  decade  has  provided  new  develop- 

ments and  methodologies  in  sleep  research,  clinical  prac- 
tices, neuropharmacology,  and  psychiatric  diagnoses.  A 
taxonomy  of  sleep  disorders  has  been  advanced,  and  there 
are  two  newly  marketed  hypnotic  drugs  that  are  rapidly 
eliminated,  as  well  as  others  under  development.  Use  of  a 
sleep-promoting  medication  is  a decision  that  physicians 
and  patients  alike  frequently  encounter. 

A recent  national  survey  found  that  one  third  of  the 
population  reported  some  degree  of  insomnia,  and  half  of 
this  group — 17%  of  the  population — considered  the 
insomnia  serious.  Half  of  the  group  with  “serious 
insomnia”  reported  a high  level  of  emotional  distress.  Only 
10%  of  the  subjects  reporting  “severe”  insomnia  received 
prescribed  sleep-promotion  medications; 5%  used  over-the- 
counter  compounds.  Surveys  of  primary  care  practice 
indicate  that  the  bulk  of  hypnotic  drug  therapy  isdirected  to 
women  and  the  elderly  with  medical  or  mental  disorders  and 
only  a very  small  proportion  with  a primary  diagnosis  of 
insomnia. 

Since  insomnia  occurs  in  different  diagnostic  contexts  an 
under  a variety  of  circumstances,  it  is  often  difficult  for  the 
physician  to  know  whether,  when,  and  how  to  select  and  use 
hypnotics  and  other  sleep-promoting  medications.  Yet,  with 
the  more  extensive  pharmacologic  and  clinical  information 
now  available,  more  effective  day-to-day  clinical  decision 
marking  is  possible. 

As  an  aid  to  clinicians,  the  National  Institute  of  Mental 
Health  and  Office  of  Medical  Applications  of  Research  of 
the  National  Institutes  of  Health  convened  a Consensus 
Development  Conference  on  Nov  15  through  17,  1983,  to 
address  these  questions  and  develop  principles  to  facilitate 
diagnosis  and  treatment.  After  a day  and  a half  of  presen- 
tation of  data  by  experts,  a Consensus  Panel  consisting  of 
psychiatrists,  psychopharmacologists,  biomedical  resear- 
chers, epidemiologists,  primary  care  physicians,  and  public 
representatives  considered  the  evidence  and  agreed  on 
answer  to  the  following  questions: 

1.  Under  what  circumstances  might  a sleep-promoting 
medication  be  considered;  in  what  types  of  sleep  distur- 
bances are  sleep-promoting  medications  undesirable? 

2.  What  are  the  pharmacologic  factors  to  be  considered 
in  the  selection  of  sleep-promoting  medications? 

3.  What  are  the  appropriate  treatment  strategies  to  be 
employed  in  using  sleep-promoting  medications  on  a short- 
term or  long-term  basis? 
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4.  What  are  the  principal  cautions  and  risks  associated 
with  prescribing  these  drugs;  what  special  considerations 
should  be  applied  in  regard  to  medical  status,  age, 
concurrent  drug  use,  or  other  factors? 

5.  What  research  areas  need  further  development? 

1.  Under  What  Circumstances  Might  a Sleep-Promoting 
Medication  Be  Considered;  in  What  Types  of  Sleep 
Disturbances  Are  Sleep-Promoting  Medications  Under- 
sirable? — Accurate  differential  diagnosis  is  essential  to 
effective  treatment  of  patients  with  insomnia.  The  first 
obligation  of  the  practitioner  is  to  search  for  a specific 
psychiatric  or  medical  disease  as  the  underlying  cause. 
This  view  considers  insomnia  as  primarily  one  symptom 
of  a symptom  complex,  which  can  be  assessed  by  an 
appropriate  medical  history,  physical  examination,  and 
laboratory  procedures.  Evaluation  of  the  sleep  history 
should  include  a review  of  the  patient’s  usual  sleeping 
habits  with  specific  description  of  the  sleep  complaint  (eg, 
difficulty  falling  asleep,  sleep  disruptions,  intermittent  or 
persistent),  bedtime  routines  and  review  of  waking 
schedule,  and  use  of  prescribed  and  nonprescribed 
medications  and  alcohol,  and  may  be  aided  by  the  use  of  a 
sleep  diary.  Treatment  should  be  directed  toward  the 
medical  or  psychiatric  condition  and,  if  treatment  is 
successful,  the  insomnia  ordinarily  responds  concomi- 
tantly. This,  however,  may  not  be  the  case  with  medical 
conditions  involving  considerable  pain  or  debility,  where 
insomnia  may  remain  as  an  unresponsive  symptom. 
Adjunctive  treatment  with  sleep-promoting  medication 
may  be  of  use  in  such  cases. 

Another  strategy  typically  employed  by  tertiary 
referral  sleep  disorder  clinics  emphasizes  not  only  a sleep- 
medical  history  and  extensive  review  of  24-hour  function- 
ing, but  also,  when  appropriate,  application  of  sleep 
laboratory  procedures  to  evaluate  day  and  night  sleep 
and  physiological  patterns.  While  a specialized  taxonomy 
emphasizes  primary  sleep  disorders  and  sleep  distur- 
bances associated  with  psychiatric,  medical,  or  drug- 
related  conditions,  others  find  the  DSM-III  psychiatric 
classifications  adquate.  To  date,  neither  general  clinical 
practice  (which  can  manage  the  majority  of  disorders) 
nor  special  sleep  disorder  procedures  have  produced 
unambiguous  indications  for  sleep-promoting  medica- 
tion. 

At  this  stage  of  evolving  knowledge,  it  is  convenient  for 
purposes  of  discussion  to  divide  the  insomnias  into 
transient  insomnia,  short-term  insomnia,  and  long-term 
insomnia.  While  there  is  not  complete  agreement  in  the 
field,  many  experts  slate  that  persons  with  transient 
insomnia  are  normal  sleepers  who  experience  an  acute 
stress  or  stressful  situation  lasting  several  days  (eg,  air 
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travel  to  a new  time  zone  or  hospitalization  for  elective 
surgery)  that  affects  their  sleep  adversely.  Some  advocate 
the  use  of  sleep-promoting  medication,  especially  if  the 
situation  can  be  anticipated  or  it  will  last  only  several 
days.  Others  feel  that  reasons  for  the  transient  insomnia 
should  be  explored  or  the  situation  should  be  dealt  with 
by  tolerating  the  sleep  loss  or  observing  good  sleep 
hygiene  (eg,  caffeine  reduction,  regulation  of  hours  in  bed 
and,  for  the  traveler,  the  bedtime  hour). 

Short-term  insomnia  is  usually  associated  with  a situa- 
tional stress  (eg,  acute  personal  loss)  often  related  to 
work  and  family  life  or  serious  medical  illness.  Since  this 
type  of  insomnia  may  last  up  to  three  weeks,  sleep 
hygiene  and  nondrug  procedures  or  sleep-promoting 
medications  may  be  considered. 

Controversy  exists  over  the  indication  for  medication 
in  long-term  insomnia.  The  clinician  should  undertake  an 
extensive  differential  diagnostic  workup  before  a treat- 
ment decision  is  made.  The  available  data  suggest  that 
insomnia  in  one  third  to  one  half  of  the  patients  in  this 
category  is  related  to  underlying  psychiatric  conditions. 
A second  group  consists  of  persons  whose  insomnia  is 
related  to  chronic  drug-alcohol  dependence  or  abuse. 
Other  causes  of  long-term  insomnia  include  medical 
conditions,  sleep  apnea,  periodic  leg  movement  (myoclo- 
nus), 24-hour  rhythm  disturbances  such  as  advanced  and 
delayed  sleep  phase  or  psychophysiological  insomnia  (no 
apparent  psychiatric  or  medical  syndrome).  Since  the 
prevalence  of  sleep  apnea  and  nocturnal  myoclonus 
increases  in  the  elderly,  patients  suspected  of  having  these 
disorders  need  careful  inquiry  and  investigation,  often  in 
sleep  disorders  clinics,  before  sleep-promoting  agents  are 
prescribed. 

Nondrug  strategies  such  such  as  exercise,  decreased 
caffeine  intake,  elimination  of  alcohol  and  drugs,  trial  of 
biofeedback-relaxation  or  other  stress-reduction  techni- 
ques are  indicated  as  the  initial  approach  to  psychophy- 
siological insomnia.  A short  trial  (less  than  one  month)of 
sleep  promoting  medication  concomitant  with  behavioral 
treatments  may  also  be  indicated. 

Patient  with  insomnia  who  have  not  responded  to  the 
aforementioned  treatment  and  for  whom  major  psychia- 
tric or  medical  disorders  have  been  specifically  ruled  out 
are  the  most  appropriate  for  referral  to  a sleep  disorders 
clinic.  In  addition  to  evaluation,  such  centers  may 
provide  specialized  treatment.  For  example,  the  newer 
technique  of  chronotherapy  for  advanced  an  delayed 
sleep  is  warranted  for  selected  persons  with  work-shift 
schedule  problems  or  other  phase-shift  sleep-wake 
problems,  although  qualified  and  interested  physicians 
can  also  learn  and  provide  such  treatment. 

Several  of  the  diagnostic  categories  of  long-term 
insomnia  may  represent  relative  contraindications  for 
sleep-promoting  medications.  While  some  practitioners 
have  argued  the  case  for  sleep-promoting  medication  as 
an  adjunct  in  psychiatric  conditions,  the  appropriate 
treatment  of  the  underlying  condition  usually  will  lead  to 
improvement  in  sleep.  One  would  prescribe  hypnotics 
only  to  persons  with  a known  dependence  on  alcohol 
with  considerable  caution.  The  presence  of  sleep  apnea, 
daytime  sleepiness,  or  heavy  snoring  may  also  be  reasons 
not  to  administer  traditional  sleep-promoting  medica- 


tions for  long-term  insomnia. 

2.  What  Are  the  Pharmacologic  Factors  to  Be  Consid- 
ered in  the  Selection  of  Sleep-Promoting  Medica- 
tions?— Pharmacologic  factors  to  be  considered  with 
hypnotic  agents  include  the  following:  therapeutic  index, 
dose,  rate  of  absorption,  lipophilicity,  rate  of  tissue 
distribution,  elimination  halflife  or  clearance  rate, 
presence  or  absence  of  active  metabolites,  presence  or 
absence  of  drug  interactions,  and  various  pharmacody- 
namic characteristics  that  mediate  drug  effect. 

The  therapeutic  index  refers  to  the  ratio  of  the  lethal 
dose  of  a drug  to  its  effective  dose.  The  very  favorable 
therapeutic  index  of  the  benzodiazepine  class  of  hypnotic 
drugs  more  than  any  other  factor  accounts  for  the  shift 
away  from  the  barbiturates  and  related  sleeping  medica- 
tions. Fatal  overdoses  are  extremely  rare  unless  these 
drugs  are  taken  in  combination  with  alcohol  or  other 
drugs.  Since  benzodiazepines  largely  have  replaced  ot  her 
types  of  hypnotics,  only  pharmacologic  characteristics  of 
importance  for  this  drug  class  will  be  discussed. 

Dose  is  central  to  therapy  because  of  the  way  it 
influences  other  pharmacologic  factors.  Although  low 
lethality  gives  the  physician  considerable  leeway  in  indi- 
vidualizing the  dose  for  each  patient,  the  principle  of 
using  the  lowest  effective  dose  is  still  a good  guide  in 
avoiding  unwanted  side  effects. 

Differences  in  rates  of  dissolution  and  absorption  of 
benzodiazepine  drugs  from  the  gastrointestinal  (GI)  tract 
into  the  blood  influence  the  time  to  peak  plasma  concen- 
tration and  the  time  to  onset  of  hypnotic  effect.  Clear 
differences  in  absorption  rates  have  been  reported  for 
marketed  benzodiazepine  hypnotics,  but  sufficient 
clinical  trial  data  are  lacking  to  establish  whether  these 
are  clinically  meaningful.  The  rate  of  entry  into  the  brain 
is  governed  largel  by  the  solubility  of  drug  in  lipoid  tissue, 
termed  its  lipophilicity.  All  benzodiazepines  are  relatively 
lipophilic.  Where  lipophilicity  of  two  active  agents  is 
approximately  equal,  the  rate  of  onset  of  hypnotic  effect 
should  be  governed  by  dose  and  by  rate  of  absorption 
from  the  GI  tract  into  blood  rather  than  by  the  rate  of 
transfer  from  blood  into  the  brain. 

Along  with  dose,  rate  of  tissue  distribution  and 
clearance  rate  of  a drug  determine  its  duration  of  action. 
A convenient  way  of  estimating  clearance  is  by  using  a 
drug’s  elimination  half-life.  The  more  slowly  eliminated 
hypnotic  is  more  apt  to  produce  unwanted  daytime 
sedation  and  to  accumulate  in  the  body  with  long-term 
administration.  In  recent  years,  drug  development  has 
focused  on  more  rapidly  eliminated  (shorter  half-life) 
benzodiazepine  hypnotics  to  minimize  these  potential 
disadvantages.  Two  shorter  half-life  benzodiazepines  are 
now  approved  as  hypnotics:  temazepam,  with  a half-life 
of  eight  to  12  hours,  and  triazolam,  with  a half-life  of 
three  to  four  hours.  Actually,  several  shorter-acting 
benzodiazepines  have  been  available  for  a number  of 
years  (eg,  oxazepam),  but  they  have  been  promoted  as 
anxiolytics.  When  given  at  appropriate  dosage,  these  are 
effective  hypnotics  and  are  not  associated  with  significant 
daytime  sedation  or  cumulative  effects.  However,  the 
short  half-life  may  be  associated  with  occasional  memory 
difficulties  the  next  day,  and  with  long-term  use,  un- 
wanted tolerance  and  decreased  hypnotic  effect  may 
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occur,  as  discussed  in  question  No.  4. 

Many  benzodiazepines  have  several  active  metabolites. 
For  example,  flurazepam  has  two  rapidly  eliminated 
metabolic  products,  hydroxyethyl  flurazepam  and  flura- 
zepam aldehyde,  and  the  slowly  eliminated  metabolite 
desalkyflurazepam  with  a half-life  ranging  from  40  to  100 
hours.  These  various  metabolites  of  flurazepam  largely 
determine  its  clinical  actions,  both  short  term  and  long 
term,  but  add  complexity  to  its  use  with  long-term 
administration  and  in  the  older  patient.  Triazolam  and 
temazepam  (like  oxazepama)  are  not  thought  to  have  any 
important  active  metabolites. 

Although  the  benzodiazepines  in  therapeutic  doses 
generally  do  not  seem  to  inhibit  or  enhance  the 
metabolism  of  other  drugs,  their  effects  do  interact  with 
those  of  alcohol  and  other  sedative  hypnotics.  Thus,  CNS 
depressant  effects  of  alcohol  and  the  other  benzodiaze- 
pines are  additive.  Furthermore,  alcohol  can  slow  the 
normal  rate  of  liver  metabolism  of  the  benzodiazepine, 
thereby  increasing  levels  of  the  hypnotic  drug.  As  another 
example,  cimetidine  impairs  the  metabolism  of  most 
benzodiazepines,  except  for  those  metabolized  exclusi- 
vely by  conjugation. 

Finally,  there  are  several  pharmacodynamic  factors 
that  need  to  be  considered.  The  problems  of  tolerance 
and  neuronal  adaptations,  which  are  responsible  for 
withdrawal  symptoms  and  rebound  insomnia,  are 
discussed  in  question  No.  4. 

The  interplay  of  these  pharmacologic  factors  is  impor- 
tant in  achieving  various  clinical  objectives,  and  often 
there  is  a balancing  or  trade-off  of  one  against  the  other. 
For  example,  it  is  possible  to  obtain  a faster  rate  of  onset 
by  raising  the  dose,  but  this  in  turn  may  prolong  duration 
of  effect  leading  to  unwanted  daytime  sedation, 
hangover,  or  memory  problems.  One  drug  may  be 
preferred  for  a sleep  latency  problem  and  another  for  a 
problem  of  sleep  maintenance  or  insomnia  associated 
with  high  levels  of  anxiety.  These  differences  in  phar- 
macologic characteristics  of  the  benzodiazepine  hypno- 
tics can  be  used  in  special  clinical  circumstances  to  indi- 
vidualize treatment. 

3.  What  Are  the  Appropriate  Treatment  Strategies  to  Be 
Employed  in  Using  Sleep-Promoting  Medications  and  a 
Short-term  or  Long-term  Basis? — Patients  should  be 
considered  for  sleep-promoting  drug  therapy  when  they 
are  severely  troubled  by  the  presence  or  possibility  of 
inadequate  sleep  or  when  the  physician  is  concerned 
about  the  deleterious  impact  of  disturbed  or  inadequate 
sleep  on  the  patient’s  health,  safety,  and  well-being. 

As  stated  in  question  No.  1,  the  strategy  should  begin 
with  an  appropriate  medical  history  and  physical  exami- 
nation, with  the  identification,  whenever  possible,  of 
potentially  treatable  causes  of  insomnia.  The  strategies 
for  transient  insomnia,  short-term  insomnia,  and  long- 
term insomnia  will  differ. 

Transient  insomnia  refers  to  insomnia  related  to  minor 
situational  stress  (eg,  hospitalization  for  elective  surgery 
or  jet  travel).  For  this  type  of  insomnia,  drug  treatment 
may  or  may  not  be  necessary.  Where  elected,  the  treat- 
ment should  be  a small  dose  of  a rapidly  eliminated 
hypnotic  unless  sustained  sedation  is  desired.  Treatment 
may  be  needed  for  one  to  three  nights. 


Short-term  insomnia  is  usually  related  to  stress  associ- 
ated with  work  and  family  life,  such  as  job  loss,  bereave- 
ment, or  illness.  For  this  type  of  insomnia,  it  is 
particularly  important  to  educate  the  patient  in  regard  to 
desirable  sleep  routines,  including  the  avoidance  of 
caffeine,  alcohol,  daytime  naps,  orgoing  to  bed  too  early. 
Simultaneously  and  during  maintenance  of  good  sleep 
hygiene,  a benzodiazepine  hypnotic  may  be  used.  If  drug 
treatment  is  elected,  the  smallest  effective  dose  should  be 
used,  with  titration  of  dose  if  necessary,  and  for  a 
treatment  period  usually  of  not  more  than  three  weeks. 

Intermittent  use  of  the  drug  is  advisable,  with  skip  of 
nightly  dosage  after  one  or  two  good  nights’  sleep.  A ben- 
zodiazepine with  a short  half-life  may  be  preferable  if 
clinically  significant  anxiety  is  not  present,  or  to  avoid 
unwanted  daytime  sedation.  For  other  patients,  a benzo- 
diazepine with  a long  half-life  may  be  preferable. 
Termination  of  therapy  should  be  carried  out  gradually. 

Before  a drug  is  chosen,  the  patient  should  be  ques- 
tioned about  previous  experience  with  specific  medications. 
Therapy  should  also  be  individualized  to  take  into 
account  such  factors  as  age  and  weight. 

Patient-physician  contact  should  be  maintained,  at 
least  by  telephone,  to  achieve  optimal  dosage  and 
montior  side  effects.  Patient  education  may  include  the 
use  of  written  materials  or  reinforce  verbal  instruction  on 
the  benefits  and  hazards  of  drug  therapy. 

Long-term  insomnia  requires  special  medical,  physio- 
logical, and  psychiatric  evaluation,  as  described  under 
question  No.  1.  If  a major  psychiatric  disorder  exists,  it 
needs  to  be  treated  appropriately.  Specific  treatment  of 
chronic  medical  disorders  may  still  leave  a need  for 
treatment  of  associated  insomnia.  In  addition,  certain 
specific  sleep  disturbances,  such  as  sleep  apnea,  may  need 
to  be  ruled  out  before  treatment  is  undertaken  for 
insomnia. 

Long-term  insomnia  not  atributable  to  disorders  such 
as  those  previously  mentioned  is  best  treated  with  a 
combined  approach,  using  sleep-promoting  agents  along 
with  psychological-behavior  therapies,  such  as  relaxation 
techniques,  sleep  curtailment,  or  stimulus  control 
therapy,  to  undo  negative  conditioning  related  to  sleep 
habits. 

Benzodiazepines  are  the  drugs  of  choice,  and  intermit- 
tent use,  such  as  one  night  in  three,  is  advised.  This 
intermittent  use  allows  assessment  of  the  possibility  of 
discontinuing  therapy.  A benzodiazepine  with  a long 
half-life  would  seem  appropriate  in  this  circumstance.  If 
benzodiazepines  do  not  meet  the  patient’s  needs,  the 
physician  may  elect  to  prescribe  a sedative  anti- 
depresant,  eg,  amitriptyline  hydrochloride,  25  to  100  mg 
at  bedtime. 

For  patients  who  respond  to  this  program,  it  is  wise  to 
discontinue  therapy  gradually  after  three  to  four  months. 
Patients  who  do  not  respond  to  treatment  may  have  to  be 
reevaluated  for  the  possibility  of  other  medical  or 
psychiatric  disorders  or  be  referred  to  a sleep  disorders 
clinic  (see  question  No.  1) 

4.  What  Are  the  Principal  Cautions  and  Risks  Associated 
With  Prescribing  These  Drugs;  What  Special  Considera- 
tions Should  Be  Applied  in  Regard  to  Medical  Status,  Age, 
Concurrent  Drug  Use,  or  Other  Factors? — The  risks 
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associated  with  pharmocologic  treatment  of  sleep  distur- 
bance vary  with  the  patient,  the  situation,  the  condition 
(type  of  sleep  disturbance)  being  treated,  and  the  specific 
agent  selected.  Since  the  benzodiazepines  are  now  the 
sleep-promoting  agents  of  choice,  our  discussion  focuses 
on  them. 

Perhaps  the  most  common  risk  associated  with  the  use 
of  the  benzodiazepines  is  diminished  daytime  perfor- 
mance as  a result  of  carry-over  effects.  Despite  the 
development  of  some  degree  of  tolerance,  cognitive  or 
psychomotor  impairment  can  be  a major  problem  for 
many  patients  when  more  slowly  eliminated  benzodia- 
zepines are  given  during  a period  of  weeks.  Even  with 
short-term  use  of  slowly  eliminated  drugs,  decreased  per- 
formance the  next  day  is  a potentially  serious  risk  for 
those  in  occupations  requiring  high  levels  of  visual-motor 
coordination.  This  problem  can  be  reduced  by  using 
lower  doses  or  more  rapidly  eliminated  drugs. 

All  sedative-hypnotics,  including  the  benzodiazepines, 
cause  systematic  alterations  in  the  architecture  of  sleep 
(eg,  decreased  amount  of  delta-wave  sleep)  and  raise 
thresholds  for  arousal  from  sleep.  The  practical  implica- 
tions of  these  observations  are  presently  unknown. 

Benzodiazepines  can  interact  with  a number  of  other 
drugs  commonly  used  by  patients  with  insomnia  (see 
questions  No.  2),  but  the  practical  implications  of  these 
interactions  is  uncertain.  An  important  interaction  is  that 
with  alcohol,  where  the  psychomotor  impairing  effects 
are  additive.  This  interaction  if  of  concern  since  the  sub- 
jective sense  of  intoxication  may  not  be  enhanced. 
Furthermore,  with  the  slowly  eliminated  benzodiaze- 
pines, plasma  levels  may  persist  for  days  after  benzo- 
diazepine use  has  ceased. 

Drug  dependence  on  sedative -hypnotics  (ie,  psycho- 
logical dependence  and  compulsive  drug  use)  has  been 
recognized  for  more  than  100  years.  The  shorter-acting 
barbiturate  and  the  shorter-acting  nonbarbiturate  hyp- 
notics (eg,  methaqualone  and  glutethimide)  represent  a 
greater  risk  in  this  respect  than  the  more  slowly  elimi- 
nated benzodiazepines.  There  is  as  yet  too  little 
experience  with  the  more  rapidly  eliminated  benzodiaze- 
pines to  gauge  their  dependence  liability  relative  to  other 
benzodiazepines  when  prescribed  for  sleep  disturbance. 
The  development  of  dependence  can  be  minimized  by 
limiting  the  amount  prescribed  and  the  duration  of  use 
and  by  careful  monitoring  of  use  and  refills. 

Adaptive  changes  to  the  actions  of  general  CNS 
depressants  and  benzodiazepines  probably  begin  with  the 
first  doses  given.  These  changes  are  responsible  for  the 
partial  tolerance  that  typically  develops  with  the  sleep- 
promoting  and  psychomotor-impairing  effects  of  these 
drugs,  as  well  as  for  rebound  and  withdrawal  pheno- 
mena. Even  after  short  periods  of  use,  if  the  benzodia- 
zepines could  be  abruptly  removed  from  their  sites  of 
action,  in  most  cases  some  rebound  or  withdrawal  pheno- 
mena would  be  detectable  with  appropriate  measuring 
instruments.  Technically,  this  represents  physical  depen- 
dece.  Elowever,  unless  high  does  of  benzodiazepines  are 
used  for  several  weeks  or  lower  doses  are  used  for  a 
number  of  months,  physical  dependence  is  not  likely  to 
be  of  sufficient  severity  to  cause  major  clinical  problems. 
With  the  more  rapidly  eliminated  benzodiazepines,  and 


to  a far  lesser  degree,  with  the  more  slowly  eliminated 
benzodiazepines,  some  rebound  exacerbation  of  sleep 
disturbance  may  occur  when  the  drugs  are  discontinued. 
Tapering  the  dose  can  reduce,  but  probably  not  elimi- 
nate, this  problem  entirely.  The  more  rapid  onset  of  these 
rebound  effects  after  discontinuing  the  more  rapidly 
eliminated  drugs  could,  in  theory,  increase  the  tendency 
of  the  patient  to  believe  they  are  needed  for  continued 
satisfactory  sleep.  Effective  treatment  should  include 
preaparing  the  patient  for  this  transient  exacerbation  of 
sleep  disturbance  when  the  drugs  are  reduced  or  stopped. 

Clinically  important  withdrawal  phenomena  of  vary- 
ing intensity  can  occur  when  benzodiazepines  have  been 
administered  for  prolonged  periods,  especially  if  the  daily 
dosage  has  exceeded  the  recommended  amounts.  Based 
on  experience  with  barbiturates,  the  severity  of  with- 
drawa  may  prove  to  be  considerably  greater  if  more 
rapidly  eliminated  benzodiazepines  are  abused  for 
prolonged  periods  and  are  then  abruptly  discontinued. 

In  the  past,  suicide  was  frequently  accomplished  by  the 
ingestion  of  barbiturates  and  nonbarbiturate  hypnotics. 
Although  the  benzodiazepines  carry  less  risk  of  fatality  in 
such  situtations,  caution  is  nevertheless  indicated  where 
suicide  is  a potential  concern.  Caution  must  be  taken  to 
write  prescriptions  for  a limited  period  of  time  and  to 
monitor  refills  so  that  the  drugs  cannot  be  readily  used  in 
a lethal  fashion.  When  benzodiazepines  are  lethal,  it  is 
usually  because  they  are  combined  with  alcohol  or  other 
drugs. 

Certain  populations  require  special  considerations. 
Aged  patients,  who  tend  to  clear  drugs  more  slowly  and 
who  are  more  sensitive  to  a given  blood  level  of  benzodia- 
zepines, are  more  likely  to  develop  cognitive  and  motor 
impairments  when  given  the  more  slowly  eliminated 
benzodiazepines.  Ataxia  and  problems  with  memory  and 
thinking  are  possible  complications  that  may  not  occur 
until  several  weeks  after  beginning  treatment.  Similar 
problems  may  develop  in  younger  patients  undergoing 
renal  dialysis  or  with  impaired  hepatic  function.  Dosages 
for  these  populations  must  be  carefully  adjusted,  and 
more  rapidly  eliminated  drugs  are  preferable.  The 
phycians  must  be  alert  to  the  possibility  of  drug  interac- 
tions for  all  patients,  but  most  especially  for  older 
patients  who  are  often  being  treated  with  other  drugs. 

Sleep  apnea  is  more  common  among  obese  or  elderly 
patients,  especially  males.  Treatment  with  any  hypnotic 
drug  may  exacerbate  sleep  apnea.  While  reports  of  death 
caused  by  using  hypnotics  in  therapeutic  doses  are  rare, 
laboratory  studies  show  an  increase  in  frequency  and 
duration  of  apnea  episodes  and  a decreased  O2  saturation 
of  blood. 

Pregnant  patients  also  require  special  attention,  and 
labels  for  all  benzodiazepines  carry  special  warnings  for 
this  population. 

Patients  with  histories  of  alcoholism  or  other  types  of 
drug  dependence  are  at  higher  risk  for  becoming  depen- 
dent on  sedative  hypnotics  and  benzodiazepines. 

5.  What  Research  Areas  Need  Further  Development? — 
A number  of  areas  deserve  research  attention  and 
support  by  health  research  agencies.  These  include  epide- 
miologic studies  on  insomnia  in  the  general  population  as 
well  as  in  the  primary  care  office  setting,  including 
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specific  complaints  that  cause  insomniacs  to  seek 
physician  care.  Such  studies  should  describe  patient’s 
demographic  and  medical  characteristics  and  consider 
factors  related  to  physicians’  prescribing  patterns  for 
sleep-promoting  drugs.  Also  needed  are  studies  of  the 
cost-effectiveness  of  various  diagnostic  and  treatment 
approaches.  The  role  of  sleep  disorders  centers  in  provid- 
ing diagnostic  and  therapeutic  guidance,  criteria  for 
referral  and,  in  particular,  their  potential  for  generating 
sound  clinical  research,  should  be  studied.  Also  deserving 
of  study  is  the  process  of  self-treatment  by  insomniacs, 
including  the  magnitude,  therapeutic  performance,  and 
adverse  effect  record  of  use  of  over-the-counter  hypnotic 
drugs.  The  nature  and  extent  of  daytime  performance 
deficits  in  insomniacs,  with  and  without  treatment,  are 
not  adequately  documented.  We  need  to  the  somatic, 
psychological,  social,  and  economic  costs  of  untreated 
insomnia  and  the  impact  (positive  or  negative)  on  these 
costs  of  various  therapeutic  approaches,  especially  in 
long-term  insomnia.  Research  should  continue  on  the 
function  and  physiology  of  normal  sleep  and  the 
pathophysiology  of  abnormal  sleep.  Finally,  the  search 
for  new  and  better  treatments  for  insomnia  should 
continue. 


Conclusions 

Insomnia  is  a symptom  or  condition  of  heterogeneous 
origin.  It  signals  the  need  for  careful  and  systematic 
diagnostic  inquiry.  Primary  medical,  psychiatric,  and 
other  causes  of  insomnia  should  be  identified  and  treated 
accordingly.  Treament  of  insomnia  should  start  with  the 
assessment  and  necessary  correction  of  sleep  hygiene  and 
habits.  Psychoterapy,  behavioral  approaches,  and  phar- 
macotherapy, alone  or  in  combination,  should  be  consi- 
dered in  the  formulation  of  a comprehensive  treatment 
plan.  When  pharmacotherapy  is  indicated,  benzodia- 
zepines are  preferable.  Patients  should  receive  the 
smallest  effective  dose  for  the  shortest  clinically  necessary 
period  of  time;  this  recommendation  applies  especially  to 
the  elderly.  The  choice  of  a specific  drug  should  be  based 
on  its  pharmacological  properties  in  conjunction  with  the 
particular  clinical  situation  and  needs  of  the  patient. 
Physicians  should  educate  patients  and  monitor  their 
conditions  to  evaluate  and  reduce  the  risks  of  dependence, 
ide  effects,  and  possible  withdrawal  difficulties.  The 
treatment  of  insomnia  will  advance  further  with  better 
understanding  of  the  pathophysiologic  features  of  sleep 
disorders,  as  well  as  with  the  improvement  of  sleep- 
promoting  agents  and  techniques. 
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In  the  new  Dietary  Guidelines  for  Americans,  publi- 
shed jointly  by  the  U.S.  Department  of  Agriculture 
and  the  U.S.  Department  of  Health  and  Human 
Services,'  is  the  recommendation  that  we  “Eat  foods  with 
adequate  starch  and  fiber,”  by  choosing  “foods  that  are 
good  sources  of  fiber  and  starch,  such  as  whole  grain 
breads  and  cereals,  fruits,  vegetables,  and  dry  beans  and 
peas.”  The  National  Cancer  Institute  (NCI),  in  its  Guide 
to  Food  Choices^  notes  that  populations  that  eat  twice  the 
amount  of  fiber  as  the  American  population  have  lower 
rates  of  cancers  of  the  colon  and  rectum.  NCI  recom- 
mends a variety  of  foods  high  in  fiber,  especially 
vegetables  and  fruits  high  in  vitamins  A and  C,  and  vege- 
tables in  the  cabbage  family,  because  these  foods  may 
have  additional  advantages  in  preventing  cancers.  In 
1984,  the  American  Cancer  Society’s  dietary  recom- 
mendations included  eating  more  high  fiber  foods. ^ The 
National  Research  Council’s  Committee  on  Diet, 
Nutrition  and  Cancer  did  not  make  a specific  dietary 
fiber  recommendation  because  they  felt  that  the  data  at 
the  time  of  their  review  (literature  reviewed  through 
1980)  were  inconclusive.  However,  the  Committee  did 
suggest  an  increased  consumption  of  fruits,  vegetables 
and  whole  grain  cereals  for  Americans.'*  In  thisarticle,  we 
summarize  the  strengths  and  limitations  of  the  epidemio- 
logic and  animal  studies  which  form  the  basis  of  these 
recommendations. 

Colon  Cancer 

Reviews  of  the  epidemiology  of  large-bowel  cancer’’  ’ 
suggest  that  colon  cancer  is  a disease  of  the  Western 
cultures  of  Europe,  North  American,  Australia  and  New 
Zealand.  Studies  on  migrant  populations  and  selected 
religious  groups,  such  as  Seventh-Day  Adventists,  sup- 
port the  idea  that  certain  aspects  of  life-style  and  diet  are 
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risk  factors  for  colon  cancer.  Epidemiologic  studies 
examining  various  dietary  components  and  colon  cancer 
incidence  and  mortality  recently  have  been  reviewed  by 
the  National  Research  Council.’  In  general,  these  studies 
show  a correlation  between  risk  for  colon  cancer  and  a 
high  fat,  low  cereal,  low  fiber  diet,  which  is  typical  of 
Westernized  nations. 

Colon  cancer,  like  most  human  cancers,  results  from  a 
complex  interaction  of  carcinogens,  co-carcinogens, 
tumor  promoters  and  tumor  inhibitors.  Thus  a discus- 
sion of  the  role  of  dietary  fiber  in  colon  cancer  must  be 
considered  in  the  context  of  the  multifactorial  nature  of 
the  etiology  of  this  disease.  One  hypothesis,  which  has 
received  considerable  experimental  support,  is  that  a high 
fat  diet  increases  the  level  of  fecal  bile  acids  which  act  as 
promoters  of  colon  cancer.  The  relationship  may  be  more 
complicated  than  originally  proposed’  since  bile  acids 
may  act  either  directly  as  tumor  promoters,  as  agents 
which  damage  the  colonic  mucosa,*  or  as  enhancers  of 
bacterial  production  of  fecal  mutagens.’  Research  has 
focused  on  the  bile  acids  as  promoters  of  colon  cancer; 
yet  little  is  known  about  genotoxic  carcinogens  associ- 
ated with  this  disease.  A number  of  laboratories  have 
determined  the  mutagenic  activity  of  feces  and  a class  of 
mutagenic  compounds,  fecapentaenes,  has  been  identi- 
fied.’ 

Just  as  the  full  etiology  for  colon  cancer  is  far  from 
settled,  the  exact  mechanisms  by  which  dietary  fiber  may 
be  protective  against  this  disease  are  not  known  with 
certainty.  Burkitt’s  original  hypotesis  on  the  role  of  fiber 
in  cancer  prevention  has  not  been  contradicted.'"  He 
suggested  tha  fiber  either  (1)  increases  the  amount  of 
feces  passed,  thereby  reducing  the  concentration  of 
potentially  carcinogenic  substances  in  the  bowel,  or 
(2)  reduces  the  transit  time  through  the  colon,  thereby 
reducing  contact  between  the  carcinogen  and  the 
mucosa,  or  (3)  alters  bacterial  metabolism. 

Epidemiologic  Studies  of  Dietary  Fiber 

Two  recent  literature  reviews  of  fiber  and  colon  cancer 
in  human  epidemiologic  studies  suggested  that  there  are 
protective  effects  of  foods  containing  fiber."’  Epide- 
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miologic  studies  of  fiber  and  cancer  can  be  divided  into 
four  areas;  correlation  studies,  time-trend  analysis,  case- 
control  studies  and  metabolic  epidemiology. 

Correlation  Studies 

Correlation  studies,  which  examine  the  relationship 
between  mortality  and  morbidity  data  to  various  descrip- 
tive factors  including  geographic  regions,  is  the  most 
frequent  type  of  epidemiologic  study.  Marked  inverse 
international  correlations  of  colon  cancer  and  cereal  con- 
sumption were  reported  by  Armstrong  and  Doll,'^  and 
Irving  and  Drasar.‘'‘  Lui,  et  al.,'^  found  an  inverse  corre- 
lation between  crude  fiber  as  a ratio  of  total  energy 
intake.  McKeoun-Eyssen  and  Bright-See,‘^  using  Food 
and  Agricultural  Organization  (FAO)food consumption 
data,  estimated  dietary  fiber  intake  on  a world-wide  basis 
and  analyzed  the  relationships  between  various  dietary 
factors  and  colon  cancer.  They  found  that  dietary  fiber 
was  more  highly  correlated  (inverse  association)  than 
crude  fiber  with  colon  cancer  and  that  cereals  were  the 
only  source  of  fiber  that  showed  an  association  with 
lower  colon  cancer  mortality. ’’ 

Time-Trend  Analysis 

Study  of  disease  prevalence,  incidence  and  mortality 
over  time  is  a basic  aspect  of  epidemiologic  analysis. 
Helms,  et  al.,‘*  found  that  the  non-starch  polysaccarides 
(NSP-dietary  fiber  minus  lignin)  has  decreased  in 
Denmark  in  the  last  50  years  and  is  inversely  correlated  to 
the  prevalence  of  colon  cancer.  Powles  and  Williams'^ 
estimated  that  the  compulsory  increase  in  the  percent 
bran  left  in  the  flour  after  milling  in  England,  Wales, 
Ireland  adn  Switzerland  during  World  War  II  correlated 
with  a drop  in  colon  cancer  in  these  countries.  The  multi- 
plicity of  changes  during  wartime  require  tha  the  results 
be  interpreted  with  caution.  Nevertheless,  the  change  in 
the  bran  in  the  flour  could  account  for  a 10  g/day 
increase  in  the  NSP  fraction. 

Case-Control  Studies 

In  case-control  studies,  the  food  intake  (prior  to 
diagnosis)  or  cancer  patients  is  compared  with  that  of 
control  subjects.  Differences  between  the  two  groups  are 
then  analyzed  for  associations  in  the  development  of 
cancer.  In  eleven  case-control  studies,  seven  showed  a 
protective  effect  from  crude  fiber  or  fiber-rich  foods. 
Unfortunately,  none  of  the  case  control  studies  has 
analyzed  either  total  dietary  fiber  or  fiber  components. 
Fiber  intake  usually  was  estimated  from  a frequency 
questionnaire  listing  foods  rich  in  fiber.  Modan,  el  al.,^° 
for  instance,  had  73  food  items  on  their  fiber  list.  In  this 
study,  high  fat  and  low  fiber  were  associated  with  colon 
cancer  in  Israel.  Dales,  et  al.,^‘  found  a somewhat  lower 
consumption  frequency  of  foods  with  >0.5%  crude  fiber 
for  people  with  cancer  than  controls.  The  only  case- 
control  study  that  utilized  quantitative  fiber  data,  rather 
than  frequency  of  fibrous  foods,  was  a Canadian  study, 
which  used  USDA  crude  fiber  values.  This  study  showed 
a positive  association  with  total  fat,  but  no  association 
with  crude  fiber,  vitamin  C or  polyunsatured  fat  (repre- 
sented as  linoleic  acid).  The  authors  concluded  that  in 


Canada  the  intake  of  fiber  is  too  low  to  produce  a 
protective  effect.  The  homogeneity  of  diets  requires  that 
sample  size  be  extremely  large  in  order  to  detect  a 
relationship. 

Metabolic  Epidemiology  Studies 

Metabolic  epidemiology  is  a relatively  new  type  of 
study  in  which  metabolic  and/or  biochemical  parameters 
previously  associated  with  the  disease  are  examined  in 
human  populations.  Some  of  the  population  studies, 
which  most  strongly  support  the  fiber  hypothesis,  come 
from  comparisons  of  diet  and  colon  cancer  incidence  of 
Finland,  with  its  neighbor  Denmark  and  the  Western 
world  in  general.  While  the  fat  intake  and  risk  of  heart 
disease  in  Finland  is  among  the  highest  in  the  world,  the 
incidence  of  colon  cancer  is  less  than  one-third  of  that  in 
the  United  States.  The  American  Health  Foundations^ 
and  the  International  Agency  for  Research  on  Cancer 
(lARC)  Intestinal  Microecology  GroupS"*  have  inden- 
pently  investigated  the  reasons  for  the  low  colon  cancer 
rate  in  Finland  and  found  a strong  inverse  correlation  to 
the  consumption  of  whole  grain  cereals.  The  intake  of 
unrefined  grain  coming  mostly  from  the  frequently 
consumed  coarse  rye  bread  results  in  an  intake  of 
21  g/day  of  dietary  fiber  in  rural  Finland.^''  At  this  level, 
the  fecal  bulk  of  the  Finns  is  approximately  three  times 
that  of  most  Westernized  nations  and  the  fecal  bile  acid 
concentration  significantly  reduced. 

Animal  Studies 

The  literature  on  the  effects  of  dietary  fibers  on  colon 
carcinogenesis  in  rodents  offers  some  evidence  of  protec- 
tion, but  does  not  yield  simple  or  consistent  corre- 
lations.^^ Variations  in  basal  diet,  rodent  strain, 
carcinogen,  type  and  amount  of  fat,  and  type  and  amount 
of  fiber  complicate  analyses  of  the  data.  Vahouny^* 
hypothesized  that  dietary  fiber  supplements,  which 
generally  increase  colonic  transit,  dilute  colonic  contents 
and  increase  fecal  volume,  are  also  those  which  appear  to 
reduce  experimental  tumorgenesis.  These  include  com- 
mon insoluble  dietary  fibers,  such  as  wheat  bran  and 
cellulose.  While  the  majority  of  studies  with  wheat  bran 
have  found  a protective  effect  (ten),  some  have  shown  no 
effect(s)  (five),  and  a few  (two)  an  enhancement.  Expla- 
nations for  the  lackn  of  protective  effects  include: 
(a)  a study  design  too  high  in  fat  overwhelming  a pos- 
sible protective  effect;  (b)  too  few  animals  per  group  so 
that  a true  effect  could  have  been  missed  on  statistical 
grounds;  (c)  use  of  a very  potent  carcinogenic  stirnulus 
overhelming  a possible  protective  effect;  and  (d)  feeding 
high  levels  of  bran  which  injure  the  colonic  mucosa. 
There  have  been  no  human  studies  which  report  these 
types  of  adverse  effects. 

Certainly  not  all  fibers  behave  the  same,  either  in  vivo 
or  in  vitro,  and  many  of  the  animal  studies  on  corn  bran, 
oat  bran  and  the  water-soluble  fibers,  such  as  pectin  and 
guar,  have  shown  more  mixed  effects.  Fibers  that  tend  to 
increase  the  fecal  excretion  of  bile  acids  may  be  without 
protective  effects  or  might  even  enhance  the  adverse 
activity  of  the  bile  acids  in  the  animal  systems.^® 

Continued  research  is  needed  to  better  understand  the 
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effect  of  various  fibers  on  the  morphology,  chemistry  and 
function  of  the  colon,  including  the  mechanisms  of 
protection  for  the  bowel  mucosa.  In  addition,  individual 
fibers  need  to  be  more  fully  tested  and  these  animal 
models  need  to  be  evaluated  with  respect  to  human 
disease. 


Conclusion 

The  international  studies  and  most  of  the  epidemio- 
logic case-control  studies  show  a protective  benefit  of 
foods  containing  fiber.  It  is  unlikely  that  a systematic  bias 
would  lead  to  this  result.  If  this  were  a chance  phe- 
nomenon, one  would  expect  roughly  an  equal  number 
of  studies  going  the  other  way.  Yet  none  of  the  hu- 
man studies  shows  any  evidence  of  harm;  rather,  they 
show  either  a benefit  or  no  effect.  The  best  explanations 
for  why  some  studies  show  no  effect  may  be  that  the 
populations  studied  eat  too  little  fiber  for  a benefit  to 
appear,  that  the  studied  populations  were  too  homoge- 
neous for  differences  to  appear  or  the  methods  of  estimat- 
ing fiber  were  too  crude  or  inaccurate. 

While  there  is  a mix  of  dietary  fibers  in  foods  (pectin, 
cellulose,  hemicellulose  and  lignin)  which  have  somewhat 
different  biochemical  and  physiologic  activities,  there 
appears  to  be  no  reported  ill  effects  associated  with 
consumption  of  fiber-rich  foods. 

We  feel  that  the  need  for  refinements  in  our  knowledge 
does  not  detract  from  the  research  base  behind  our 
recommendation  to  eat  a variety  of  fiber-containing 
foods.  This  recommendation  can  be  made  now  since  the 
fiber  intakes  of  many  populations  are  safely  double  that 
of  the  United  States*^  and  also  it  may  take  many  years 
before  a scientific  consensus  can  be  reached  on  some  of 
the  specific  mechanisms  involved  in  colon  cancer. 
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■ Sustained  plasma  concentrations  lessen  the 
severity  and  incidence  of  systemic  side  effects 
associated  with  transient  peaks  of  oral  therapy. 

Most  commtin  side  effects  are  dry  mouth  and  drtiwsiness,  which  tend  to  diminish  with  time,  and  mild 
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After  a mean  duration  of  treatment  of  24  weeks,  contact  demiatitis  was  observed  in  16%  of  patients. 
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Brief  Summary  of  Prescribing  Information 


Contraindications:  Catapres-TTS®  (clonidine)  should  not  be  used  in  patients  with  known 
hypersensitivity  to  clonidine  or  to  any  other  component  of  the  adhesive  layer  of  the  therapeutic 
system 

Precautions:  General:  In  patients  who  have  developed  localized  contact  sensitization  to 
Catapres-TTS®  (clonidine),  substitution  ot  oral  clonidine  hydrochloride  therapy  may  be  asso- 
ciated with  development  of  a generalized  skin  rash 

In  patients  who  develop  an  allergic  reaction  to  Catapres-TTS®  that  extends  beyond  the  local 
patch  site  (such  as  generalized  skin  rash,  urticaria,  or  angioedema)  oral  clonidine  hydrochlo- 
ride substitution  may  elicit  a similar  reaction 

As  with  all  antihypertensive  therapy,  Catapres-TTS®  should  be  used  with  caution  in  patients 
with  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  disease,  or 
chronic  renal  failure 

Withdrawal:  Patients  should  be  instructed  not  to  discontiriue  therapy  without  consulting  their 
physician  Sudden  cessation  of  clonidine  treatment  has  resulted  in  subjective  symptoms  such 
as  nervousness,  headache  and  sweating,  accompanied  or  tollowed  by  a rapid  rise  in  blood 
pressure  and  elevated  catecholamine  concentrations  in  the  plasma,  but  such  occurrences 
have  usually  been  associated  with  previous  administration  ot  high  oral  doses  (exceeding 
1 2 mg/day)  and/or  with  continuation  of  concomitant  beta-blocker  therapy  Rare  instances 
of  hypertensive  encephalopathy  and  death  have  been  reported 

An  excessive  rise  in  blood  pressure  following  Catapres-TTS®  discontinuance  can  be  reversed 
by  administration  of  oral  clonidine  or  by  intravenous  phentolamine  If  therapy  is  to  be  discon- 
tinued in  patients  receiving  beta-blockers  and  clonidine  concurrently,  beta-blockers  should 
be  discontinued  several  days  before  cessation  of  Catapres-TTS®  administration 
Perioperative  Use:  As  with  oral  clonidine  therapy,  Catapres-TTS®  therapy  should  not  be 
interrupted  during  the  surgical  period  Blood  pressure  should  be  carefully  monitored  during 
surgery  and  additional  measures  to  control  blood  pressure  should  be  available  if  required 
Physicians  considering  starting  Catapres-TTS®  therapy  during  the  perioperative  period  must 
be  aware  that  therapeutic  plasma  clonidine  levels  are  not  achieved  until  2 to  3 days  after  initial 
application  of  Catapres-TTS® 

inlormation  for  Patients:  Patients  who  éngage  in  potentially  hazardous  activities,  such  as 
operating  machinery  or  driving,  should  be  advised  of  a potential  sedative  effect  of  clonidine 
Patients  should  be  cautioned  against  interruption  of  Catapres-TTS®  therapy  without  a physi- 
cian's advice  Patients  should  be  advised  that  it  the  system  begins  to  loosen  from  the  skin  after 
application,  the  adhesive  overlay  should  be  applied  directly  over  the  system  to  ensure  good 
adhesion  over  its  7-day  lifetime  Instructions  for  using  the  system  are  provided  Patients  who 
develop  moderate  or  severe  erythema  and/or  localized 
vesicle  lormation  at  the  site  of  application,  or  a generalized 
skin  rash,  should  consult  their  physician  promptly  about 
the  possible  need  to  remove  the  patch 
Drug  Interactions:  If  a patient  receiving  clonidine  is  also 
taking  tricyclic  antidepressants,  the  effect  of  clonidine  may 
be  reduced,  thus  necessitating  an  increase  in  dosage 
Clonidine  may  enhance  the  CNS-depressive  effects  ot 
alcohol,  barbiturates  or  other  sedatives.  Amitriptyline  in 
combinalion  with  clonidine  enhances  the  manifestation  of 
corneal  lesions  in  rats 

Carcinogenesis,  Mutagenesis,  impairment  of  Fertility: 

In  a 132-week  oral  carcinogenicity  study  in  rats, 
clonidine  hydrochloride  produced  no  carcinogenic  effects 
at  doses  up  to  300  times  the  maximum  recommended 
human  dose  of  Catapres-TTS®  on  a mg/kg  weight  basis 
Pregnancy:  Teratogenic  Effects,  Pregnancy  Category  C, 

Reproduction  studies  performed  in  rabbits  at  doses  up  to 
3 1 times  the  maximum  recommended  daily  human  dose 
of  Catapres-TTS®  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  clonidine  hydrochloride 
Studies  in  rats  and  mice  revealed  that  doses  of  500  meg/ 
kg/day  and  higher  are  embryotoxic  One  rat  study  at 
doses  of  15  meg/kg/day  (0  33  times  the  maximum  recom- 
mended daily  human  dose)  exhibited  embryotoxicity. 

There  are  no  adequate  and  well-controlled  studies  in  preg- 
nant women  Although  animal  reproduction  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk, 
caution  should  be  exercised  when  Catapres-TTS®  (cloni- 
dine) is  adminisired  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below 
the  age  of  12  have  not  been  established. 

Adverse  Reactions:  Most  systemic  adverse  effects  dur- 
ing therapy  with  Catapres-TTS*  (clonidine)  have  been 
mild  and  have  tended  to  dimmish  with  continued  therapy. 


In  a 3-month,  multiclinic  trial  of  Catapres-TTS®  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 

Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients  Twenty- 
six  patients  experienced  localized  erythema.  This  erythema  and  pruritus  were  more  common 
in  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period.  Allergic  contact 
sensitization  to  Catapres-TTS®  was  observed  in  5 patients 

In  additional  clinical  experience,  contact  dermatitis  was  observed  in  100  of  631  patients 
(about  16  in  100)  treated  for  a mean  duration  of  24  weeks 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in  the 
multiclinic  trial  with  Catapres-TTS® 

Gastrointestinal:  Constipation  (1  patient);  nausea  (1);  and  change  in  taste  (1), 

Central  Nervous  System:  Fatigue  (6  patients);  headache  (5);  lethargy  (3);  sedation  (3); 
insomnia  (2);  dizziness  (2),  and  nervousness  (1) 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients) 

Dermatologicai:  Localized  vesiculation  (7  patients);  hyperpigmentation  (5),  edema  (3); 
excoriation  (3).  burning  (3),  papules  (1),  throbbing  (1),  blanching  (1);  and  generalized  macular 
rash  (1) 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reactions 
have  occurred,  where  a causal  relationship  to  Catapres-TTS®  was  not  established  maculo- 
papular  skin  rash  (10  cases);  urticaria  (2  cases),  angioedema  involving  the  face  (2  cases),  one 
of  which  also  involved  the  tongue 
Oro-otolaryngeai:  Dry  throat  (2  patients) 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%),  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  frequently 
Gastrointestinal:  Nausea  and  vomiting,  about  5 in  100  patients,  anorexia  and  malaise,  each 
about  1 in  100;  mild  transient  abnormalities  in  liver  function  tests,  about  1 in  100,  parotitis, 
rarely 

Metabolic:  Weight  gain,  about  1 in  100  patients,  gynecomastia,  about  1 in  1000,  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokinase,  rarely 
Centrai  Nervous  System:  Nervousness  and  agitation,  about  3 in  100  patients;  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 in  100  patients,  palpitations  and  tachycar- 
dia, and  bradycardia,  each  about  5 in  1000  Raynaud's  phenomenon,  congestive  heart  failure. 

and  electrocardiographic  abnormalities  (i  e conduction 
disturbances  and  arrhythmias)  have  been  reported  rarely 
Dermatological:  Rash,  about  1 in  100  patients,  pruritus, 
about  7 in  1000,  hives,  angioneurotic  edema  and  urticaria, 
about  5 in  1000;  alopecia,  about  2 in  1000 
Genitourinary:  Decreased  sexual  activity,  impotence  and 
loss  of  libido,  about  3 in  100  patients;  nocturia,  about  1 in 
100,  difficulty  in  micturition,  about  2 in  1000,  urinary  reten- 
tion, about  1 in  1000 

Other:  Weakness,  about  10  in  100  patients;  fatigue,  about 
4 in  100.  headache,  and  discontinuation  syndrome,  each 
about  1 in  100,  muscle  or  joint  pain,  about  6 in  1000  and 
cramps  of  the  lower  limbs,  about  3 in  1000  Dryness,  burn- 
ing ol  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  weakly 
positive  Coombs'  test,  increased  sensitivity  to  alcohol  and 
fever  have  been  reported 

How  Supplied:  Catapres-TTS®-1  (clonidine),  Catapres- 
TTS®-2  (clonidine)  or  Catapres-TTS®-3  (clonidine)  is  sup- 
plied as  4 pouched  systems  and  4 adhesive  overlays  per 
carton. 


Catapres-TTS®-1  or  Catapres-TTS®-2  is  supplied  in  a ship- 
per of  3 cartons 

Consult  package  insert  before  prescribing 
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TEEN  SEXUALITY  IN  THE  ‘80s:  TORN  BETWEEN 
TWO  WORLDS 


Present  day  culture,  it  seems,  is  pulling  today’s 
teenagers  in  different  directions  at  the  same  time  sexually. 
That  pull,  says  a child  psychiatrist,  makes  it  confusing  for 
the  adolescent  who  is  first  experiencing  sexual  feelings. 

“On  the  one  hand,  teens  see  that  sophistication  of  sex 
through  television  and  the  movies.  But  at  the  same  time, 
they  also  experience  the  more  conservative  elements  of 
today’s  sexuality  such  as  the  discouragement  of 
premarital  sex.  That’s  going  to  create  conflicts,”  notes 
Alayne  Yates,  M.D.,  who  these  remarks  at  the  American 
Academy  of  Pediatrics’  (AAP)  Spring  Session. 

Dr.  Yates,  Chief  of  Child  Psychiatry  and  a pediatrician 
at  the  Arizona  Health  Sciences  Center  in  Tucson,  says 
when  teenagers  have  a problem  with  an  aspect  of  their 
sexuality  parents  need  to  respond  positively.  Medical 
assistance  is  also  a good  way  to  come  to  grips  with  the 
conflict. 

“The  family  attitude  is  very  important  when  an 
adolescent  has  a sexual  problem  or  concern.  Parents  need 
to  convey  the  notion  that  they  don’t  have  all  the  answers 
and  that  the  teen  doesn’t  have  to  figure  the  situation  out 
by  himself.  Pediatricians  and  other  medical  specialists 
can  be  a resource  here  because  of  their  objectiveness, 
training  and  experience  in  observing  cultural  changes,” 
Dr.  Yates  says. 

She  then  cites  some  case  examples  to  illustrate  adoles- 
cent sexual  conflicts  seen  in  physician’s  offices  and  offers 
insight  for  physicians,  teens  and  parents. 

• Melody — a 12-year-old  girl  who  comes  into  the 
pediatrician’s  office  for  an  exam,  is  asked  to  put  on  a 
gown,  but  is  found  later  in  the  examining  room  not  to 
have  disrobed  at  all.  Dr.  Yates  comments  that  Melody  is 
embarrassed  about  her  body  (common  in  adolescent  girls 
this  age). 


“Girls  in  Melody’s  situation  often  have  negative 
attitudes  about  sexuality.  Often  they’ll  hide  their  under- 
pants due  to  modesty  and  shame  about  their  genitals.  1 1 is 
crucial  in  Melody’s  case  to  have  the  physician  say  some- 
thing positive  about  the  adolescent’s  body  in  order  to  get 
her  to  learn  about  her  body,  discuss  things  about  it  and 
ultimately  gain  a new  attitude,”  Dr.  Yates  remarks. 

• Harold — a 16-year-old  football  player  who  is  upset 
because  his  anatomy  and  sexual  preferences  have  been 
criticized  in  the  locker  room.  He  is  also  concerned  about 
homosexual  urges. 

“Sexual  concerns  are  common  among  adolescent 
males  and  homosexual  taunts  are  frequent  among  peers. 
Homosexual  experimentation  is  extremely  common  in 
early  adolescent  males,”  says  Dr.  Yates. 

“Once  they  have  access  to  females,  homosexual 
activity  becomes  less  common,  but  those  who  are  very 
shy  or  who  are  not  allowed  to  approach  girls  may 
continue  to  participate  in  homosexual  liaisons  even  when 
their  orientation  is  heterosexual.  And  today,  the  thought 
of  getting  AIDS  only  compounds  the  anxiety  this  type  of 
teen  experiences,”  says  Dr.  Yates. 

She  recommends  that  the  boy’s  basic  preference  must 
be  assesed  to  see  ifhe  is  gay  or  is  just  experimenting.  1 fit  is 
experimental,  then  the  physician  can  tell  him  this  phase 
will  pass  and  that  should  lessen  the  anxiety.  If  he  is  gay. 
Dr.  Yates  says  that  identity  must  be  explored. 

• Dennis — a 15-year-old  son  of  a fundamentalist 
minister  who  presents  himself  in  the  pediatrician’s  office 
for  a sports  physical.  He  complains  of  a pain  in  the 
groin — sharp,  dull,  radiating  and  grinding. 

“Dennis’  description  of  his  groin  pain  is  confusing  and 
contradictory.  He  comes  in  for  a physical,  but  his  inten- 
tions are  probably  to  explore  the  issues  of  nocturnal 
emissions,  daytime  erections,  appropriateness  of  sexual 
fantasies  and  masturbation.  In  many  fundamentalist 
churches,  masturbation  remains  a sin.  but  Dennis  is 
anxious  enough  about  his  body  to  ask  for  help,”  says 
Dr.  Yates. 

She  recommends  asking  teens  like  Dennis  what 
percentage  of  his  peers  masturbate.  “He’ll  say  about  10- 
20  percent.  That’s  when  the  physician  can  tell  him  about 
90  percent  do,  so  he’ll  see  it’s  not  so  strange,”  Dr.  Yates 
says. 

• Betty — a 16-year-old  who,  during  a physical  exam, 
quite  forwardly  asks  to  hold  the  physician’s  hand. 

“In  Betty’s  case,  it  could  be  because  she  knows  about 
sex  and  is  highly  erotic.  Or  it  could  be  not  actingsexually 
but  acting  as  a child  seeking  approval  because  of  retar- 
dation, being  overwhelmed  by  anxiety  or  culturally 
deprived.  It  could  even  stem  from  sex  play  with  peers, 
cuddling  in  bed  with  her  mother  or  a previous  incestuous 
experience. 

“Whatever,  the  physician  needs  for  her  to  establish 
what  is  going  on  through  an  evaluation.  7'he  physician’s 
suspicion  of  abuse  should  be  higherin  younger  eroticized 
patients  because  eroticism  among  adolescents  is  more 
common  than  among  children,”  Dr.  Yates  notes. 
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EAR  PROBLEMS  DON’T  DISAPPEAR  WHEN 
EARACHE  PAIN  SUBSIDES 

When  your  child  tells  you  his  ear  no  longer  aches,  it 
doesn’t  necessarily  mean  the  ear  infection  is  actually 
gone. 

Excluding  the  obvious  symptom — pain — earaches  can 
be  difficult  to  detect,  said  Irving  Hall,  M.U.,  who  spoke 
at  the  American  Academy  of  Pediatrics  (AAP)  Spring 
Session.  What  may  seem  like  a simple  earache  actually 
can  be  more  serious  than  the  common  cold.  And  neglect- 
ing an  earache,  he  cautioned,  could  lead  to  serious 
hearing  loss. 

Dr.  Hall,  practicing  pediatrician.  Manatee  Memorial 
Hospital,  Bradenton,  Florida,  reported  that  many 
parents  bring  children  to  pediatricians  with  earaches  and 
start  the  prescribed  medication,  but  stop  giving  it  when 
the  child  says  the  pain  is  gone.  Although  the  “ache”  often 
goes  away  in  two  or  three  days,  it  may  take  up  to  two 
weeks  for  antibiotic  to  rid  the  ear  of  infection. 

Earaches  are  caused  by  congestion  and  Huid  build-up 
in  the  ears.  Even  after  the  pain  of  an  earache  is  gone,  fluid 
can  remain  in  the  ears  anywhere  from  a few  days  to  more 
than  a year.  In  some  cases,  an  undetected  ear  infection 
results  in  hearing  loss. 

In  a Pittsburgh  study  of  2,665  infants,  67  percent  had  at 
least  one  acute  ear  infection  by  age  3.  Ten  percent  of  the 
original  67  percent  still  had  severe  ear  congestion  three 
months  later. 

A child’s  ears  are  more  sensitive  than  an  adult’s,  noted 
Dr.  Hall,  and  they  can  become  plugged  or  irritated  from 
allergies,  infections  passed  on  by  playmates,  and  even 
substances  such  as  cigarette  smoke. 

Earache  symptoms  could  include: 

• pain 

• fever 

• irritability 

• dizziness 

Parents  should  also  look  for  subtle  signs  too,  like 
decreased  activity  or  appetite,  or  headshaking  in  infants 
or  young  children.  If  an  older  child  is  doing  poorly  in 
school,  an  ear  infection  or  hearing  problem  may  be  the 
cause. 

Dr.  Hall  advised  that  if  there  is  a question  that  your 
child  has  a problem  with  his  ears,  have  an  exam 
performed.  If  an  infection  is  diagnosed,  follow-up  with  a 
two-week  checkup  is  recommended  to  make  sure  the 
infection  is  gone. 


PSYCHOLOGICAL  SCREENING  FOR  CHILDREN 
CAN  CATCH  EARLY  PROBLEMS 

By  assessing  five  I imctional  areas  of  a child’s  life  during 
the  annual  physical — school,  play,  friends,  family  and 
general  mood — psychosocial  problems  can  be  detected 
and  dealt  with  earlier,  says  a child  psychiatrist. 


Michael  Jellinek,  M.D.,  who  spoke  at  the  American 
Academy  of  Pediatrics  (AAP)  Spring  Session,  said  that 
during  a regular  checkup,  physicians  should  ask  children 
a couple  of  age-relevant  questions  about  each  develop- 
mental area.  If  the  child  responds  normally,  the  odds  of 
him  having  an  undetected  psychological  problem  are 
low. 

After  this  brief  interview,  a child’s  psychological  or 
developmental  problem  would  be  identified  but  further 
evaluation  and  treatment  would  be  necessary.  Dr.  Jellinek 
continued.  He  is  Assistant  Professor  of  Psychiatry 
(Pediatrics)  at  Harvard  Medical  School  and  Chief  of 
Child  Psychiatry  at  Massachusetts  General  Hospital, 
Boston. 

A screening  questionnaire  currently  being  developed 
by  Dr.  Jellinek  would  examine  the  child’s  functioning  in 
each  area  by  evaluating  specifics  such  as  school  perfor- 
mance, interaction  with  friends  and  family,  and 
participation  in  extra-curricular  activities. 

In  busy  office  practices.  Dr.  Jellinek  noted  that  it  is 
sometimes  difficult  for  the  pediatrician  to  assess  every 
child  psychologically. 

In  younger  children,  parents  would  answer  the 
questions  about  their  child’s  functioning.  This  approach 
would  not  work  as  well  with  adolescents.  Dr.  Jellinek 
said,  who  may  give  more  accurate  information  them- 
selves than  their  parents  would  report. 

For  example,  in  evaluating  play  at  ages  6 to  7,  a child 
centers  on  fantasy  and  can  imagine  dramatic  scenes  using 
favorite  toys.  By  ages  1 1 and  12,  play  becomes  part  of  the 
child’s  achievements  through  complex  games  and  sports 
teams,  and  the  need  for  adult  supervision  is  decreased.  By 
ages  15  and  16,  play  is  part  of  the  child’s  identity  and  may 
incorporate  music,  lounging  around  or  experimental 
risk-taking.  Variations  from  these  norms  would  help 
determine  if  a pyschosocial  problem  exists. 

Dr.  Jellinek  noted  that  between  30  and  50  percent  of 
pediatric  office  visits  can  concern  psychosocial  or 
developmental  issues.  Psychosocial  issues  are  more 
prominent  in  children  today  because  of  a general  increase 
in  childhood  stresses.  Dr.  Jellinek  continued.  “One 
million  children  are  involved  in  a divorce  annually.  In  a 
rocky,  argumentative  divorce,  those  parents  are  usually 
not  in  a good  psychological  state  to  help  their  kids,”  he 
said.  “They  can’t  step  back  and  focus  on  the  child.  In 
addition,  depression  was  not  really  well-defined  in 
children  ten  years  ago,”  he  said. 

Dr.  Jellinek,  also  a liaison  member  to  the  AAP’s 
Committee  on  Psychosocial  Aspects  of  Child  and  Family 
Health,  added  that  screening  children  for  psychological 
disorders  will  help  identify  children  at  risk  who  might 
later  develop  more  serious  problems  such  as  suicidal 
tendencies  and  drug  or  alcohol  abuse. 


Cardkivascular  News 

COCAINE  TRIGGERS  CARDIAC  PATHOLOGY 

Cocaine  may  trigger  a number  of  serious  cardiac 
complications,  according  to  a team  from  Tufts-New 
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England  Medical  Center,  Boston. 

In  a poster  presentation  at  the  58th  Scientific  Sessions 
of  the  American  Heart  Association,  Dr.  Jeffrey  M.  Isner, 
Associate  of  Medicine  and  Pathology,  described  clinical 
and/or  autopsy  findings  in  7 patients  in  whom 
documented  nonintravenous  cocaine  abuse  appeared  to 
be  temporally  related  to  pathologic  cardiovascular 
events.  “Our  cases  show  that  cocaine  instilled  intra- 
nasally  is  clearly  capable  of  precipitating  an  acute 
myocardial  infarction  (MI)  with  or  without  fi.xed 
coronary  obstruction  due  to  atheosclerotic  plaque  as  well 
as  triggering  potentially  fatal  ventricular  arrhythmias, 
and  very  possibly  causing  myocarditis,”  Dr.  Isner  .said. 

“Thus  far,  a lot  of  people  have  been  relatively 
permissive  about  the  recreational  use  of  cocaine,”  Dr. 
Isner  said  to  Cardiovascular  News,  “by  likening  it  to 
marijuana,  which  is  generally  considered  innocuous, 
rather  than  to  heroin,  which  is  widely  recognized  as 
possibly  lethal.  Our  study  provides  evidence  that  cocaine 
can  precipitate  fatal  cardiac  events.” 

The  7 patients  (6  men  and  1 woman)  in  Dr.  Isner’s 
study  ranged  from  20  to  37  years  of  age.  Two  of  the  men 
died,  one  probably  due  to  a ventricular  arrhythmia.  In 
the  other,  thrombotic  occlusion  of  an  atherosclerotic 
coronary  artery  was  found  at  autopsy. 

All  6 of  the  men  admitted  to  chronic  use  of  cocaine;  the 
woman  claimed  that  her  MI  occurred  only  after  her 
second  of  two  uses  of  cocaine.  “That  most  of  our  patients 
used  cocaine  via  the  intranasal  route  is  an  important 
finding,”  Dr.  Isner  emphasized,  “since  there  still 
remains  among  physicians  an  entirely  mistaken  notion 
that  cocaine  by  the  intranasal  route  is  safe  despite  prior 
reports  that  have  confirmed  the  potential  for  intranasal 
cocaine  to  induce  cardiovascular  sequelae.” 

Exactly  how  cocaine  triggers  these  events  remains  to  be 
determined  although.  Dr.  Isner  said,  it  has  been 
suggested  that  cocaine  shares  many  characteristics  with 
dextroamphetamine  in  terms  of  heart  rate  blood 
pressure-product  response.  It  is  also  important  to  note 
that  “the  user  has  no  guarantee  that  the  cocaine  he  ingests 
is  pure  and  thus  other  substances  may  be  present  in  the 
cocaine  that  are  actually  contributing  to  these  adverse 
cardiovascular  consequences.”  Einally,  the  patient  may 
be  taking  other  drugs  concomitantly  which  may,  in  part, 
be  responsible.  But,  Dr.  Isner  said,  the  data  strongly 
point  to  cocaine  as  the  offending  substance.  “ In  one  case, 
there  was  actual  evidence  of  propoxyphene  (Darvon) 
concomitant  abuse.  At  presentation,  the  patient  had 
toxic  levels  of  Darvon,”  he  said.  “However,  that  patient 
had  total  occlusion  of  the  left  anterior  descending  artery 
by  thrombus,  which  is  not  the  kind  of  finding  that  is 
typically  associated  with  Darvon  use  but  has  been  found 
in  conjunction  with  cocaine  abuse,”  he  said. 

SPEAKERS  AT  SURGEONS’  CONFERENCE 
CHART  EFFECTS  OF  DRG  SYSTEMS  ON  WHOLE 
FABRIC  OF  HEALTH  CARE 


A University  of  Miami  study  has  found  that  current 
diagnosis-related  group  (DRG)  payment  schedules  cover 


only  one  third  of  the  total  hospital  charges  for  trauma 
patients  requiring  surgical  intensive  care. 

Dr.  David  J.  Kreis,  Jr.,  and  colleagues  reviewed  the 
records  of  59  trauma  patients  (mean  injury  severity  score, 
30.7)  requiring  the  surgical  intensive  care  unit  (SICU) 
who  were  treated  at  the  University  of  Miami-Jackson 
Memorial  Medical  Center  in  1983.  At  that  facility,  the 
hospital’s  professional  DRG  groupers  made  all  the  DRG 
assignments  and  routinely  selected  those  DRG  diagnoses 
yielding  the  highest  possible  payment  to  the  hospital. 

“Total  accrued  hospital  charges  in  these  patients 
amounted  to  approximately  2.2  millón  dollars,”  said 
Dr.  Kreis,  chief.  Division  of  Trauma  Services,  Department 
of  Surgery,  University  of  Miami  School  of  Medicine. 
“Under  a DRG  payment  system,  the  hospital  would  have 
collected  only  $701,000,  or  one  third  of  hospital  charges. 
What  this  means  is  that  in  the.se  59  critically  ill  trauma 
patients,  the  hospital  would  have  lost,  excluding  profes- 
sional fees,  1.5  million  dollars  or  roughly  $25,000  per 
patient.” 

Dr.  Kreis  reported  the  findings  at  the  71st  Annual 
Clinical  Congress  of  the  American  College  of  Surgeons, 
meeting  here.  His  associates  included  Drs.  Gerardo 
Gómez,  James  J.  Vopal,  and  Joseph  M.  Civetta,  and 
nurse  Debbie  Augenstein. 

In  an  interview  with  Cardiovascular  News,  Dr.  Kreis 
described  the  clinical  implications  of  the  findings.  “If 
DRGs  pay  for  only  one  third  of  accrued  hospital  charges, 
it  is  unlikely  that  a cost-containment  program  could 
reduce  our  charges  by  two  thirds  in  order  to  match  DRG 
reimbursement,”  he  said. 

“We  need  to  develop  appropriate  modifiers  of  the 
current  DRG  payment  mechanism  for  the  cost  of  a 
trauma  patient  so  that  a more  realistic  reimbursement  is 
established.  Clearly,”  Dr.  Kreis  said,  “present  DRG 
payment  schedules  reflect  neither  the  cost  of  the  elements 
of  care  currently  expended  nor  the  modifiers  necessary  to 
adjust  these  costs  for  severity  and  acuity.” 

Dr.  Kreis  said  in  his  opening  remarks  that  the  total 
1984  health  bill  in  this  country  was  330  billion  dollars, 
and  it  is  estimated  that,  by  1990,  total  health  care  expen- 
ditures in  the  U.S.  will  be  roughly  700  billion  dollars. 
Currently,  Medicare  represents  40%  of  all  hospital 
revenues.  In  an  effort  to  curb  the  growth  in  Medicare 
expenditures.  Congress  passed  a law  in  1983  mandating 
reimbursement  through  Medicare  using  a prospective 
pricing  system  based  on  DRGs. 

In  addition  to  the  finding  that  DRGs  would  have  paid 
for  only  third  of  the  total  hospital  charges,  the  University 
of  Miami  group  found  that  losses  to  the  hospital  were 
higher  in  patients  who  sustained  blunt  trauma  ($26,000 
per  patient)  than  in  those  who  had  sustained  penetrating 
trauma  ($21,000  per  patient). 

When  the  projected  DRG  payments  were  compared  to 
hospital  charges.  Dr.  Kreis’s  group  found  a statistically 
significant  relationship  between  the  two;  specifically,  as 
DRG  payments  go  up,  so  do  hospital  charges.  But, 
“more  importantly,”  he  noted.  “DRG  were  lound  to 
account  for  only  26%  of  the  variance  in  hospital 
charges.” 

The  investigators  also  examined  the  relationship 
between  length  of  hospitalization  and  total  DRG  reim- 
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biirseincnt.  since  “length  of  stay  was  a foundation  on 
which  the  DRCi  system  was  developed.”  .Again,  the 
found  a statistically  significant  relationship  between  the 
two.  but  length  of  stay  accounted  for  less  than  half  (48%) 
of  the  \ariance  in  [)RG  payment. 

file  injury  severity  score  was  responsible  for  only  2% 
of  the  variance  in  DRG  payments.  Dr.  Kreis  said,  “which 
indicates  that  the  injury  severity  score  alone  is  not  a 
useful  modifier  to  correct  DRG  payments  in  this  high- 
cost  group.” 

Dr.  Kreis  said  the  data  suggest  that  hospitals  might  be 
forced  to  gi\e  up  caring  for  trauma  patients.  “With 
current  DRG  guidelines,  hospitals  would  lose  a lot  of 
money  in  caring  for  the.se  critically  injured  patient,”  he 
said.  “It  is,  therefore,  not  inconceivable  that  hospitals 
might  want  to  abandon  trauma  care,  which  is  unfortu- 
nate since  most  of  these  patients,  at  least  in  our  series, 
were  relatively  young,  and  we  were  able  to  save  70%  of 
them.” 

A discussant.  Dr.  C.  James  Carrico,  chairman,  depart- 
ment of  surgery,  l.Iniversity  of  Washington,  Seattle, 
agreed  with  Dr.  Kreis.  Application  of  the  current  DRG 
reimbursement  guidelines  to  multiply  injured  patients 
“would  pose  a major  problem  for  both  community 
hospitals  and  major  trauma  referral  centers  and  would 
put  patient  care  and  socioeconomic  considerations  in 
contl  ict.” 

In  a related  presentation.  Dr.  James  F.  Glenn, 
president.  Mount  Sinai  Medical  Center,  New  York  City, 
said  that  patients  can  expect  more  abbreviated  hospitali- 
zation as  a result  of  DRGs.  “In  fact,  that  trend  is  alrealy 
occurring  as  the  average  hospital  stay  has  already 
dropped  12%.  and  the  total  utilization  of  hospital  beds 
has  been  cut  by  10%.,  largely  but  not  exclusively  as  a 
consequence  of  DRGs.” 

Dr.  Glenn  cautioned,  however,  against  blaming  all 
“negative”  trends  in  health  care  today  on  DRGs.  “A 
number  of  other  factors  are  currently  impacting  on  the 
health  scene,  including  the  introduction  of  federal  legis- 
lation to  control  the  cost  of  graduate  education,  the 
surplus  of  physicians  and  the  virtually  open-ended 
importation  of  foreign  medical  graduates.” 

As  for  impacts  on  patients,  DRGs  also  pose  the 
potential  for  increased  personal  discomfort  as  a result  of 
earlier  discharge,  an  increa.sed  need  for  patient  involve- 
ment in  their  own  health  care,  and  a possible  increase  in 
the  complication  rate.  Fortunately,  studies  to  date  have 
not  demonstrated  an  increased  complication  rate  as  a 
result  of  DRGs,  Dr.  Glenn  noted,  “although  the  poten- 
tial is  always  there.” 

As  a result  of  DRGs,  surgeons  can  expect  more  out- 
patient activity  requirements,  he  predicted.  “More  time 
will  have  to  be  devoted  to  patients  in  the  ambulatory  set- 
ting,” he  explained.  Additionally,  surgeons  will  have  to 
assume  an  increased  administrative  burden.  “It  will  be 
the  surgeon’s  responsibility  to  schedule  the  various  diag- 
nostic tests  which  until  now  have  been  routinely  sche- 
duled by  hospital  personnel.”  Thus,  as  patients  play  a 
greater  role  in  self-management  and  surgeons  have  an 
added  administrative  burden,  there  is  greater  potential 
for  the  kind  of  confusion  that  enhances  the  risk  of  mal- 
practice, he  added. 


DRGs  can  also  be  expected  to  undermine  the  system  of 
medical  care  “as  we  know  it  today,”  Dr.  Glenn  conti- 
nued. One  example  involves  a proposed  reduction  in  hos- 
pital beds.  “The  current  estimate  is  that  we  may  have  as 
many  as  a quarter  of  a million  excess  hospital  beds  in  the 
U.S.  today,”  he  said.  “If  we  diminish  the  bed  space,  there 
will  clearly  be  an  increase  in  per  bed  cost  because  the 
overhead  cost — the  cost  of  maintaining  the  kitchen, 
laundry  facilities,  pharmacy,  and  outpatient  services — 
ramain  the  same,”  he  said. 

Another  possible  by-product  of  DRGs  is  that  an 
adversarial  relationship  may  develop  between  the 
hospital  and  physician.  “If  lump  sum  payment  is  made  to 
any  authority  for  division  between  the  hospital  and 
physician,  they  may  immediately  become  competitors 
rather  than  the  allies  that  they  have  been  traditionally.” 

DRGs  can  also  be  expected  to  have  a deleterious 
impact  on  medical  education.  “Some  years  ago  the 
federal  government  absolved  itself  of  responsibility  for 
undergraduate  medical  education,”  Dr.  Glenn  recalled. 
“Then,  in  the  fifties  and  sixties,  when  there  was  a 
perceived  need  for  additional  physicians,  the  medical 
schools  granted  capitation  monies  to  expand  and 
increase  their  enrollment.  In  1980,  when  it  became  clear 
that  there  was  a surfeit  of  physicians,  ‘decapitation’ 
occurred  and  the  federal  government  removed  itself  from 
the  undergraduate  medical  sphere.  Currently,  the  rumbl- 
ings about  graduate  medical  education  may  suggest  that 
the  government  will  wish  to  remove  itself  from  those 
costs  as  well.” 

Dr.  Glenn  also  pointed  out  that  DRGs  compromise 
educational  opportunity.  “The  patient  with  an  elective 
cholecystectomy,  for  example,  may  be  worked  up  entirely 
on  an  outpatient  basis,  admitted  through  an  ambulatory 
clinic  in  the  morning,  and  present  for  the  first  time  in  the 
operating  room  to  the  resident  in  training  who  sees  that 
patient  only  as  a small  patch  of  skin  on  the  right  upper 
quadrant,”  he  said.  “The  patient  then  goes  to  the 
recovery  room,  from  there  to  a stepdown  nursing  unit, 
then  maybe  transiently  to  a traditional  hospital  bed,  and 
then  is  discharged  on  the  fourth  hospital  day  to  home 
care  with  continuing  intravenous  infusion  therapy 
administered  by  a commercial  firm,”  he  continued. 
“There’s  certainly  not  much  of  a lea  ring  experience  in  this 
type  of  scenario.” 

Dr.  Glenn  also  believes  that  DRGs  are  resulting  in  the 
emergence  of  technology  rather  than  “teleology”  as  the 
basic  teaching  mechanism.  “We  are  now  technologically 
dependent  and  economically  hostage  to  the  fact  that  we 
can  no  longer  afford  the  luxury  of  teleological  bedside 
teaching,  and  I think  both  the  patient  and  physician  will 
suffer  as  a result,”  he  said. 

Finally,  as  far  as  coping  with  the  “changing  medical 
scene,”  physicians  today  are,  lamentably,  unable  to  plan 
rationally  for  the  future.  Dr.  Glenn  drew  support  for  his 
contention  from  the  remarks  of  Congressman  Henry 
Waxman,  that  “the  federal  government  keeps  changing 
the  rules  every  year  and  breaking  promises.  It  is  exceed- 
ingly difficult  for  the  health  care  system  to  design  its  own 
policies  in  the  face  of  government’s  constantly  shifting 
policies.” 
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ENDOMETRIOSIS  RISK  FACTORS  LINKED  TO 
MENSTRUAL  CYCLES 


Women  with  short  menstrual  cycles  and  heavy 
menstrual  flow  may  be  at  increased  risk  for  endome- 
triosis, according  to  a report  in  JAMA.  Endometriosis, 
the  aberrant  occurrance  of  uterine-like  tissue  within  the 
pelvic  cavity,  affects  an  estimated  10  to  15  percent  of  pre- 
menopausal women. 

Despite  this  relatively  high  prevalence  and  morbidity, 
little  has  been  published  regarding  risk  factors,  say 
Daniel  W.  Cramer,  MD,  ScD,  of  Harvard  Medical 
School,  Boston,  and  colleagues.  In  an  attempt  to  identify 
these  factors,  the  researchers  evaluated  268  women  with 
infertility  caused  by  endometriosis  and  compared 
menstrual  characteristics  and  constitutional  factors  with 
those  of  3,794  women  who  gave  birth  between  1981  and 
1983. 

“Adjusting  for  confounding  factors,  including  loca- 
tion, age,  religion,  and  education,  women  with  short- 
cycle  lengths  (27  days  or  less)  and  longer  flow  periods 
(greater  than  or  equal  to  one  week)  had  more  than  double 
the  risk  for  endometriosis  compared  with  women  with 
longer  cycle  lengths  and  shorter  duration  of  flow,”  the 
researchers  say. 

They  suggest  a possible  explanation  for  this  relation- 
ship. One  theory  is  that  endometriosis  is  caused  by  the 
implantation  of  viable  endometrial  cells  that  are  regurgi- 
tated through  the  fallopian  tubes  during  menstruation. 
The  chance  of  this  happening  would  be  more  likely  in 
women  with  longer,  heavier  and  more  frequent  periods. 

Women  who  experienced  greater  menstrual  pain  were 
also  found  to  be  at  higher  risk  for  endometriosis.  “It  is 
possible  that  some  of  the  menstrual  characteristics 
associated  with  endometriosis  in  this  study  are  conse- 
quences of  the  disease  rather  than  precursors  to  it,”  the 
researchers  say,  noting  that  dysmenorrhea  is  a common 
symptom  of  the  condition.  But  this  does  not  negate  their 
importance  as  clinical  markers  for  those  at  risk  for  the 
disease,  they  say.  No  association  was  found  between 


endometriosis  and  tampon  use. 

A decreased  risk  for  endometriosis  was  found  to  be 
associated  with  smoking  and  regular  exercise,  largely 
confined  to  women  who  began  either  habit  at  an  early  age 
and  were  heavier  smokers  or  more  strenuous  exercisers. 
Both  smoking  and  exercise  can  lower  the  levels  of  endo- 
genous estrogen,  the  researchers  observe,  making  periods 
lighter.  They  add  that  the  health  risks  of  smoking  far  out- 
weigh any  protective  effect  against  endometriosis 

JAMA  April  II,  1986 


HEART  TRANSPLANT  NEED 
15-FOLD  GREATER  THAN  SUPPLY 


Although  as  many  as  15,000  people  each  year  could 
benefit  from  a heart  transplant,  only  400  to  1,100  receive 
transplants  because  of  the  limited  number  of  available 
donor  hearts,  according  to  a report  in  JAMA.  The  report 
concludes  that  “...between  14,000  and  15,000  people  die 
each  year  who  could  benefit  from  a heart  transplant.” 

Roger  W.  Evans,  PhD,  of  Battelle  Human  Affairs 
Research  Centers,  Seattle,  and  colleagues  analyzed  data 
from  80  organ  procurement  programs,  representing 
nearly  95  percent  of  all  organ  donors  in  the  United  States. 
Additional  finding  in  the  study  are  based  on  surveys  of 
441  heart  transplant  recipients,  representing  more  than 
75  percent  of  all  such  procedures  ever  performed  in  the 
United  States. 

No  longer  considered  an  experimental  procedure, 
heart  transplantation  not  only  improves  survival  but  also 
enhances  the  quality  of  life  enjoyed  by  patients,  say  the 
researchers.  “Although  there  are  many  constraints  on 
heart  transplant  activity,  perhaps  none  is  as  significant  as 
the  availability  of  donor  hearts,”  they  add.  Donor  supply 
is  the  most  critical  determinant  of  the  future  of  heart 
transplantation,  they  say,  because  it  determines:  total 
number  of  transplants  performed;  survival  of  transplant 
recipients;  total  expenditures  associated  with  transplan- 
tation; legal  and  ethical  issues  related  to  transplants; 
number  of  transplant  program  needed  to  maximize  use  of 
donor  hearts;  and  the  role  of  viable  mechanical  alterna- 
tives. 

The  researchers  believe  heart  transplantation  to  be  as 
cost  effective  as  other  contemporary  forms  of  medical 
care,  saying,  “...total  national  expenditures  associated 
with  heart  transplantation,  excluding  copayments  and 
deductibles,  are  not  disproportionate  in  comparison  with 
other  forms  of  accepted  lifesaving  treatment  modalities, 
such  as  renal  dialysis,  renal  transplantation,  total 
parenteral  nutrition  and  the  routine  care  required  by 
patients  with  cancer.”  They  endorse  a review  of  the 
economic  implications  of  heart  transplantation  .saying, 
“...it  is  inappropriate  to  single  out  heart  transplantation 
as  a medical  anomaly  because  of  its  high  cost.” 

In  reviewing  alternatives  to  the  lack  of  adequate 
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donors  for  heart  transplants,  the  authors  cite  recom- 
mendations of  the  National  Task  Force  on  Organ 
Transplantation.  In  addition  they  propose  use  of  some 
form  of  mechanical  circulatory  support  system,  a totally 
implantable  electrically  powered  left  ventricular  assist 
device  and  even  xenografting. 

The  researchers  contend  that  it  is  unlikely  that  donor 
supply  will  increase.  They  suggest  greater  efforts  to 
increase  the  donor  pool  and  develop  permanent 
mechanical  circulatory  support  systems.  The  study  asks, 
“From  the  perspective  of  health  policy,  it  seems  an 
imminent  dilema  is  upon  us.  Will  new  technologies  and 
treatment  approaches  be  excluded  from  coverage  by 
public  and  private  insurers  because  we  cannot  afford 
them,  even  though  they  may  be  as  cost-effective  as  other 
currently  accepted  treatment  approaches?” 

JAMA  April  11,  1986 


LITHOTRIPSY  95%  EFFECTIVE 
AFTER  ONE  TREATMENT 


A new  study  from  New  York  Hospital-Cornell  Medical 
Center  shows  extracorporeal  shock-wave  lithotripsy  95 
percent  effective  in  one-session  treatment  of  kidney 
stones,  researchers  report  in  JAMA. 

During  a one -year  period,  467  patients  with  upper 
urinary  tract  calculi  received  lithotripsy  treatment  in  a 
study  conducted  by  Robert  A.  Riehle,  Jr.,  MD,  and 
colleagues.  Patient  selection  was  based  on  criteria 
developed  for  clinical  trials  of  extracorporeal  shock-wave 
lithotripsy  (ESWL)  authorized  by  the  Food  and  Drug 
Administration  in  1984.  Only  2 percent  of  treatments 
failed  to  disintegrate  the  targeted  stone,  the  researchers 
say.  “Complications  were  minimal,”  they  add. 

Lithotripsy  is  a new  procedure  in  which  kidney  stones 
can  be  disintegrated  by  shock  waves  focused  on  the 
stones  without  damage  to  surrounding  human  tissue. 
Patients  are  immersed  in  a large  tub  filled  with  water,  and 
a high  energy  shock  wave  is  focused  on  the  stone.  Upon 
impact,  wave  energy  is  released  that  disintegrates  the 
stone. 

“Since  1980,  a total  of  300,000  to  400,000  patients  per 
year  have  been  hospitalized  with  the  diagnosis  of  stones 
in  the  kidney  or  ureter,  and  approximately  40  percent  of 
these  (more  than  120,000)  have  undergone  a surgical  or 
endoscopic  procedure  for  stone  removal,”  the  resear- 
chers say. 

“More  importantly,  there  is  strong  evidence  that  the 
incidence  of  kidney  stone  disease  is  increasing,  suggesting 
that  more  patients  afflicted  by  kidney  stones  will  be 
seeking  medical  attention.  If  120,000  procedures  for 
stone  removal  are  performed  each  year  in  the  United 
States  at  the  United  States  at  the  average  patient  cost  per 
procedure  of  $10,000  the  total  cost  to  society  for  stone 
intervention  exceeds  $1.4  billion  per  year. 

“Thus,  emphasis  on  prevention  as  well  as  less  invasive 
and  complicated  surgical  treatment  are  of  interest  to  both 


health  care  consumers  and  providers,”  the  researchers 
conclude. 

JAMA  April  18.  1986 


LOW  CHOLESTEROL  DIETS  NOT  FOR 
EVERYONE,  RESEARCHER  SAYS 

Selective  dietary  intervention,  based  on  individual 
cholesterol  levels  and  other  factors,  is  superior  to  mass 
intervention  programs  to  reduce  the  risk  of  coronary 
heart  disease  (CHD),  according  to  a report  in  JAMA. 

Robert  E.  Olson,  MD,  PhD,  of  the  State  University  of 
New  York  at  Stony  Brook,  points  out  that  several  major 
studies  have  failed  to  show  definitively  that  low  choles- 
terol diets  significantly  reduce  heart  disease  risk.  Among 
the  studies  cited  are  the  National  Institutes  of  Health 
(NIH)  Consensus  Development  Conference;  the  Lipid 
Research  Clinics  Coronary  Primary  Prevention  Trial 
(LRC-CPPT),  conducted  by  the  National  Heart,  Lung 
and  Blood  Institute;  and  the  NIH  Multiple  Risk  Factor 
Intervention  Trial  (MRFIT). 

The  NIH  consensus  conference  concluded  that  all 
Americans  older  than  2 years  “should  be  advised  to 
follow  fat-modified  diets  in  the  interest  of  preventing 
coronary  disease  regardless  of  their  sex,  their  age,  or  the 
presence  of  other  risk  factors,”  Olson  says.  It  also 
recommended  that  the  entire  adult  population  should 
have  serum  cholesterol  levels  less  than  200  mg/dL. 

Olson  argues  that  a low  cholesterol  diet  cannot 
promise  reduced  incidence  of  CHD:  the  decreases  in 
CHD  and  related  deaths,  associated  with  the  “prudent 
diet’  in  the  LRC-CPPT  and  MRFIT  were  not  statistically 
significant.  He  adds  that  the  diet  has  not  been  proved  safe 
and  effective  for  everyone  older  than  2 years,  and  that 
associated  with  decreased  risk  of  CHD  (vegetarian  diets 
with  a high  polyunsaturated-to-saturated  fat  ratio,  diets 
high  in  fish  oils,  and  Mediterranean  diets  high  in  olive  oil) 
have  not  yet  been  tested  in  clinical  trials. 

Results  from  three  large  prospective  studies,  including 
MRFIT,  showed  significantly  increased  risk  for  CHD 
only  when  serum  cholesterol  levels  were  higher  than 
240  mg/dL,  Olson  observes.  “Thus,  those  persons  with 
serum  cholesterol  values  below  210  mg/dL,  which 
includes  50  percent  of  the  men  in  this  country,  most 
women  aged  younger  than  40  years,  and  essentially  all 
children  prior  to  puberty,  are  not  at  appreciable  risk  for 
CHD  by  virtue  of  their  serum  cholesterol  values.”  Olson 
says  this  shows  that  the  mass  dietary  intervention 
recommended  by  the  NIH  is  inappropriate. 

“In  my  view,  a reasonable  alternative  is  screening  of  all 
adult  males  and  other  individuals  with  evidence  of  a 
family  history  of  precocious  CHD  for  total  cholesterol 
and  high  density  lipoprotein-cholesterol  levels,”  he  says. 
Every  American  should  know  his  or  her  serum  choles- 
terol value,  he  says,  adding  that  only  50  percent  of  the  risk 
for  CHD  can  be  accounted  for  by  known  risk  factors,  and 
that  more  scientific  evidence  must  be  obtained  before 
mass  intervention  efforts  can  be  justified. 

JAMA  April  25.  1986 
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LEFT-HANDED  SYNDROME  RELATED 
TO  BRAIN  INJURY 


An  early  left-sided  injury  to  the  brain  may  result  in  a 
syndrome  known  as  pathological  left-handedness,  accord- 
ing to  a study  by  Donna  L.  Orsini,  PhD,  and  Paul  Satz, 
PhD,  of  UCLA.  Writing  in  the  April  Archives  of 
Neurology,  they  note  that  the  syndrome  carries  five 
distinct  symptoms,  including  atypical  speech  representa- 
tion, underdevelopment  of  both  the  right  hand  and  right 
foot,  motor  impairment  of  the  right  hand,  impaired 
visual  perspective  and  low  probability  of  familial  left- 
handedness.  The  study  involved  a large  number  of 
patients  from  two  seizure  clinics  and  a number  of  normal 
left-handed  subjects  as  controls.  The  mean  age  at  which 
the  cerebral  insult  was  incurred  was  2.2  years  among 
patients  with  the  pathological  left-handed  syndrome,  the 
researchers  say. 


HEPARINIZATION  NOT  RECOMMENDED 
FOR  CERTAIN  STROKE  PATIENTS 

Continuous  intravenous  heparinization  cannot  be 
routinely  recommended  for  patients  with  acute  ischemic 
stroke,  say  researchers  who  conducted  a controlled  study 
involving  150  patients.  Reporting  in  the  April  Archives  of 
Neurology,  Manuel  Ramirez-Lassepas,  MD,  of  the 
University  of  Minnesota  School  of  Medicine  in  Minnea- 
polis, and  colleagues  say  that  14  of  the  patients  had  tran- 
sient ischemic  attacks  and  that  136  patients  had  acute 
cerebral  infarctions  (Cl).  While  recovery  of  function  was 
good  to  excellent  in  81  percent  of  the  patients,  “the 
incidence  of  untoward  events  in  patients  with  acute  Cl 
was  high  enough  (7.4  percent)”  to  conclude  that  further 
studies  would  be  needed  before  routine  use  of  the  therapy 
can  be  recommended,  the  researchers  conclude. 


REPORT  MARKED  IMPROVEMENT  IN 
RECTAL  CANCER  TREATMENT 


Aggressive  combined  surgical  and  radiotherapeutic 
approach  to  primarily  inoperable  rectal  cancer  has 
resulted  in  a marked  improvement  in  control  of  the 
disease  and  in  survival,  according  to  a report  from 
Joel  E.  Tepper,  MD,  of  Massachusetts  General  Hospital 
in  Boston,  and  colleagues.  “The  actuarial  local  control 
rate  at  36  months  for  the  entire  group  (of  29  patients)  was 
87  percent,”  they  say  in  the  Nprú  Archives  of  Surgery.  In  a 
group  of  18  patients  who  underwent  surgery  following 
radiotherapy,  the  control  rate  was  92  percent,  with  a 
survival  rate  of  70  percent.  Previous  experience  without 
intraoperative  radiation  therapy  produced  only  a 57 
percent  local  control  rate  and  a 30  percent  three-year 
survival,  the  researchers  say.  Treatment  consists  of  an 
initial  beam  of  5,040  rad  of  radiotherapy. 


NEW  PUBLIC  POLICY  NEEDED  TO 
CONTROL  MEASLES 


A 1983  measles  epidemic  in  Chicago  resulted  from  a 
low  rate  of  measles  immunity  in  preschool-aged  children 
of  immunization  age,  according  to  a report  in  the  April 
American  Journal  of  Diseases  of  Children.  Michael 
Bennish,  MD,  of  the  University  of  Chicago,  and  col- 
leagues, say  only  62  percent  of  173  children  of  this  age 
seen  in  the  emergency  room  showed  evidence  of  immuni- 
zation. During  the  1983  epidemic,  the  researchers  saw  54 
measles  patients  all  of  whom  were  less  than  five  years  old. 
“It  is  evident  that  current  immunization  practices  are  not 
effectively  reaching  a substantial  and  epidemiologically 
important  minority  of  preschool-aged  children,”  the 
researchers  say.  “Improved  control  of  measles  will 
require  new  strategies  to  immunize  this  population  more 
adequately,”  they  add.  A total  of  148  cases  of  measles 
were  reported  during  the  Chicago  epidemic,  but  the  true 
number  may  have  been  far  greater  because  of  under- 
reporting, the  researchers  suggest. 


REPORT  NON-AIDS  ASSOCIATED 
KAPOSrS  SARCOMA 


A report  from  Neuherberg,  West  Germany,  serves  to 
remind  physicians  that  Kaposi’s  sarcoma,  even  in  a 
bisexual  man,  is  not  always  a symptom  of  underlying 
acquired  immunodeficiency  syndrome  (AIDS).  “The 
patients  was  a member  of  a high-risk  group  for  AIDS,” 
say  Karl-Horst  Marquart,  MD,  and  colleagues,  in  the 
April  Archives  of  Pathology  and  Laboratory  Medicine. 
“However,  the  patient  had  no  defects  in  cellular 
immunity  and  remained  in  good  general  health  since  the 
first  presentation  of  a KS  lesion  more  than  three  years 
earlier,”  they  add.  Commenting  editorially,  George  T. 
Hensley,  MD,  and  Lee  Moskowitz,  MD,  of  Cedars 
Medical  Center  in  Miami,  say:  “As  pathologists  we  must 
have  open  minds  as  well  as  open  eyes  when  we  examine 
biopsy  specimens  from  patients  with  possible  AIDS...  We 
must  be  as  objective  as  possible  so  that  we  do  not  incor- 
rectly stigmatize  patients.” 


TWO  DRUG  PREPARATIONS  EQUALLY 
EFFECTIVE  IN  ASTHMA  CONTROL 


A four-week  study  involving  20  children  with  chronic 
asthma  found  that  two  sustained-release  theophylline 
preparations  were  equally  safe  and  effective,  according  to 
researchers  from  UCLA  reporting  in  the  kpv'\\  American 
Journal  of  Children.  Theo-Dur  and  Uniphyl  were  com- 
pared for  drug  concentrations  and  clinical  efficacy  in  a 
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randomized,  double-blind,  crossover  study.  Blood  levels 
of  theophylline  were  not  significantly  different,  say  Gary 
Rachelefsky,  MD,  and  colleagues.  “Uniphyl  provided  less 
(but  not  significantly)  deviation  between  peak  and 
though  levels,”  they  say,  adding  that  analysis  of 
individual  patient  data,  however,  did  not  reveal  a predic- 
table relationship  betwen  blood-drug  concentrations  and 
pulmonary  function. 


CHEMOTHERAPY  BEFORE  SURGERY 
MAY  BE  DELETERIOUS 


Induction  chemotherapy  (treatment  before  surgery) 
may  have  a potential  for  deleterious  effects,  according  to 
a study  by  Jacquelynne  P.  Corey,  MD,  and  colleagues 
from  Rush  Medical  Colleage  in  Chicago  that  appears  in 
the  April  Archives  of  Otolaryngology-Head  Neck 
Surgery.  The  researchers  evaluated  postoperative  com- 
plications in  42  patients  with  head  and  neck  cancer,  23  of 
whom  received  preoperative  chemotherapy  and  19  of 
whom  went  untreated  before  surgery.  “Sixteen  of  the  23 
patients  receiving  preoperative  chemotherapy  had  posto- 
perative complications,  whereas  only  eight  of  19  patients 
not  receiving  chemotherapy  had  postoperative  complica- 
tions,” the  researchers  report. 

Complications  included  wound  infections  and  flap 
necrosis.  Induction  chemotherapy  was  considered  useful 
because  tumor  vascularization  is  better  before  surgery 
and  because  patients  immunologic  and  nutritional  status 
is  superior  Corey  now  is  at  the  West  Virginia  Medical 
Center  in  Morgantown. 


SE  VENDE  EQUIPO  DE  LABORATORIO 
DE  HISTOPATOLOGIA 

Tissue  Processor  Tissue  Tek,  Cryostato, 
Microtomo,  Embedding  Center,  Floatating  Bath, 
Slide  Warmer,  etc. 

También  Blazer  1979,  completamente  equipada. 
Perfectas  condiciones. 
Infonuación:  Tel.  786-3265 


It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death . 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back  — by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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24-hour  blood  pressure  control.  Convement  and  we 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patient 
found  a low  incidence  of  side  effects  with  INDERA 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol. 

INDERAL  LA  should  not  be  used  in  the  presence 
congestive  heart  failure,  sinus  bradycardia,  cardiogi 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 
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lomfortable  morning  diuresis.  Not  only  does  this 
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outines,  but  HCTZ  also  produces  less  potassium 
vastage  on  a mg-for-mg  basis  than  chlorthalidone.^'*  PROPR/Ar^'OLOL  HC-  ‘INDERAL^  LA: 

/HYDROCH:  0R0THIA7:dEí 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for  mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-denved  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  obsen/ed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)~PATlENTS 

WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug  induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  1 0 times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


J3C/7  capsule  contains  propranolol  HCi  'JNDEPAl  " ^ .C , 

80  mg,  120  mg.  or  160  rng  and  hydrochlorothiazide.  50mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories. 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother, 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte  \ 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine  | 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or  I 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are.  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  ■ 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  j 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo-  j 
kalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis  i 
(eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium  j 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur  i 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged  ' 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone  - 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient.  ' 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord  ■ 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and  : 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypotension;  I 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud  ^ 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia,  i 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual  i, 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  t 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded  sensorium,  ande' 
decreased  performance  on  neuropsychometnes 
Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti-  ‘ 
pation.  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and  • 
sore  throat ; laryngospasm  and  respiratory  distress  i 

Respiratory  Bronchospasm 

Hemafo/og/c  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes;  male  impotence,  and  . 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  ' 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hematologic  Leukopenia;  agranulocytosis,  thrombocytopenia,  aplastic  anemia. 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or  > 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis,  si 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessness; s 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn. 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 

ARMY/ARMY  RESERVE  MEDICINE 
FEDERALOFFICE  BLD. 

ROOM  919,  BOX  63 
51  S.W.  1st.  AVE. 

MIAMI,  FL.  33130 
CALL  COLLECT:  (305)  358-6489 


ARMY.  ARMY  RESERVE.  BEALLYOUCANBE 


SOCIOS  NUEVOS 


ACTIVOS 


Gómez  de  Nery,  Cristina  MD  - Escuela  de  Medicina 
Universidad  Mayor  San  Simón,  Bolivia,  1967,  Patología, 
Ejerce  en  Río  Piedras. 

Laguillo  Torres,  Edgardo  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1979,  Medicina  de  Eamilia. 
Ejerce  en  Ponce. 

Linares,  Claudio  Esteban  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1984,  Medicina  General.  Ejerce  en  Mayaguez. 

Matos  Malavé,  José  Gabriel  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Oftalmología.  Ejerce 
en  Santurce. 

Méndez  de  Guzmán,  Renier  José  MD  - Escuela  de 
Medicina  Universidad  de  Navarra,  España,  1977, 
Anestesiología.  Ejerce  en  Ponce. 

Pereira  Suárez,  Miguel  A.  MD  - Escuela  de  Medicina 
Universidad  Central  de  Madrid,  España,  1965,  Obstetricia 
y Ginecología.  Ejerce  en  Ponce. 

Pierre,  Rufus  Etienne  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1981,  Aneste- 
siología. Ejerce  en  Isla  Verde. 

Portalatín  Cruz,  Rubén  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1978,  Ortopedia.  Ejerce  en 
Mayagüez. 

Ramírez  Vázquez,  José  R.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1980,  Reumatología.  Ejerce 
en  Santurce. 

Sánchez  Borrero,  René  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1979,  Neurología.  Ejerce  en 
Bayamón. 

Sánchez  Pagán,  José  Juan  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México.  Ejerce 
en  Mayagüez. 

Serrano  Martínez,  José  A.  MD  - Escuela  de  Medicina 
Santiago  de  Compostela,  España,  1976,  Medicina 
General.  Ejerce  en  Arecibo. 


Vega  Rolón,  Miguel  Angel  MD  - Escuela  de  Medicina 
Eacultad  Médica  de  Sevilla,  España,  1971.  Anestesiología. 
Ejerce  en  Santurce. 

Zayas  Martínez,  Antonio  MD  - Escuela  de  Medicina 
Eacultad  Médica  de  Sevilla,  España,  1975,  Obstetricia  y 
Ginecología.  Ejerce  en  Guayama. 


INTERNOS  RESIDENTES 


Cardona,  Néstor  M.  MD  - Escuela  de  Medicina  Univer- 
sidad de  Puerto  Rico,  1985,  Medicina  Física  y Rehabili- 
tación. Kansas,  USA. 

Cruz  Santana,  Alma  M.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1984,  Dermatología. 

Cruz  Rivera,  Carmen  L.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1982,  Dermatología. 

Ibánez  Pabón,  María  A.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1982,  Dermatología. 

Torres  Sepulveda,  Sheila  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1983.  Dermatología. 


REINGRESOS 


Carrión  de  Jesús,  Arturo  MD  - Escuela  de  Medicina 
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$2.5  MILLION  AWARDED  TO  PATIENT  WHO 
UNDERWENT  SURGERY  AFTER 
CANCER  MISDIAGNOSIS 


UNIVERSITY  LIABLE  FOR 
RESIDENTS’  ACTIONS 


A university  was  liable  for  negligent  medical  care 
administered  by  Residents  at  a county  hospital  who  were 
supervised  by  a physician  employed  by  the  university,  a 
Florida  appellate  court  ruled. 

The  physician  was  the  attending  physician  in  charge  of 
a patient’s  care.  The  patient  suffered  minor  burns  to  his 
hands  and  toes.  Because  the  patient’s  children  were 
receiving  treatment  for  severe  burns  at  the  county 
hospital,  the  patient  was  admitted  to  the  hospital  for 
treatment  of  his  relatively  minor  burns.  On  a Sunday 
morning,  three  medical  residents  decided  to  remove  the 
dead  skin  from  the  patient’s  hands.  Neither  the  attending 
physician  nor  an  anesthesiologist  was  present.  The 
residents  administered  an  excess  amount  of  anesthetic 
and,  after  lingering  in  a coma,  the  patient  died. 

In  a malpractice  action  against  the  university,  the 
attending  physician,  the  county  hospital,  and  the  three 
residents,  a trial  court  returned  a veredict  of  $2  million 
against  only  the  county  hospital.  The  jury  limited  the 
estate’s  recovery  from  the  county  hospital  to  the  $100,000 
maximum  permitted  under  a sovereign  immunity  statute. 

On  appeal,  the  court  said  that  the  university  was  liable 
for  the  negligent  medical  care  administered  by  the 
residents  under  the  supervision  of  the  physician.  The 
physician  was  employed  by  the  university  as  a fulltime 
medical  faculty  member.  Pursuant  to  a contract  between 
the  university  and  the  county  hospital,  the  university 
assigned  the  physician  to  head  the  county  hospital’s  burn 
unit.  Under  the  contract,  the  sole  responsibility  for  the 
care  of  the  patient  was  delegated  to  the  university. 

The  appellate  court  found  that  the  university  would  be 
liable  for  the  negligence  of  the  physician  in  supervising 
the  residents.  The  court  said  that  the  sovereign  immunity 
statute  did  not  afford  the  university  protection  since  it 
was  a private  nonprofit  educational  institution.  The 
court  reversed  the  judgment  in  favor  of  the  university  and 
directed  that  a verdict  be  entered  against  it. — Jaar  v. 
University  of  Miami,  474  So. 2d  239  (Fla.Dist.Ct.  of  App., 
Feb.  12,  1985;  rehearing  denied.  Sept.  10,  1985) 


A verdict  of  $2.5  million  could  not  be  considered  exces- 
sive for  a patient  who  was  totally  disabled  as  a result  of 
undergoing  surgery  after  a misdiagnosis  of  cancer,  a 
Missouri  appellate  court  ruled. 

The  38-year-old  patient  went  to  a hospital  because  of 
difficulty  in  swallowing  and  a burning  sensation  in  his 
chest.  X-rays  revealed  a hiatus  hernia  with  espohageal 
reflux.  A gastroenterologist  performed  an  endoscopy  and 
took  biopsies  of  the  esophagus,  and  a resident  physician 
made  a diagnosis  of  invasive  carcinoma.  The  senior 
pathologist  reviewed  the  slides  and  diagnosed  poorly 
differentiated  adenocarcinoma. 

On  the  basis  of  the  diagnosis,  the  patient  underwent 
removal  of  the  distal  part  of  his  esophagus  and  the 
proximal  portion  of  his  stomach.  Examination  of  19 
slides  made  from  representative  samples  of  the  tissue 
showed  no  cancer. 

The  patient  sued  the  hospital,  pathologist,  and  resident 
for  malpractice.  At  the  trial,  one  of  the  patient’s  experts 
testified  that  none  of  the  fragments  on  the  slides  showed 
invasiveness  and  that  the  physicians  did  not  use  the 
proper  degree  of  skill  and  learning.  The  second  expert 
testified  that  the  evidence  in  slides  did  not  justify  the 
diagnosis  and  the  further  biopsy  and  other  tests  should 
have  been  recommended.  The  jury  awarded  the  patient 
$2.5  million. 

On  appeal,  the  physicians  argued  that  the  trial  court 
erred  in  admitting  testimony  by  the  patient’s  two  expert 
witnesses.  They  contended  that  they  were  deprived  of 
their  discovery  rights  prior  to  trial  because  reports  the 
witnesses  had  made  to  the  patient’s  attorney  were  not 
used  during  depositions.  The  court  said  that  since  the 
physicians  did  not  request  copies  of  the  reports  at  the 
time  of  trial,  the  trial  court  did  not  err  in  overruling  their 
motion  to  exclude  the  experts’  testimony. 

The  court  also  found  that  the  verdict  was  not  excessive. 
The  patient  had  to  undergo  further  surgical  procedures 
because  of  complications  of  the  first  operation.  He  was 
totally  disabled,  with  loss  of  income,  and  suffered  from 
constant  belching,  difficulty  in  swallowing  and  keeping 
food  down,  diarrhea,  anemia,  dizziness,  fainting,  low 
blood  pressure,  constant  pain,  movement  restrictions, 
frequent  falling  asleep,  nausea,  bile  reilux.  and  loss  of 
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appetite.  The  court  affirmed  the  lower  courtfs  judgment. 
— Cat  then  r.  .Jewish  J/ospital  of  St.  I.ouis,  694S.W.2d  787 
(Mo.Ct.  of  App.,  June  4,  1985;  rehearing  or  transfer  to 
Mo. Sup. Ct.,  July  12,  1 985;  transfer  denied.  Sept.  10,  1985. 


PSYCHOLOGIST  NOT  QUALIFIED  AS  EXPERT 
WITNESS  ON  STANDARD  OF  CARE  FOR  MD 


A psychologist  was  not  qualified  as  an  expert  witness 
on  prescribing  antipsychotic  medication  and  evidence 
did  not  support  a claim  for  punitive  damages,  the 
Minnesota  Supreme  Court  ruled. 

The  patient  was  a housewife  in  her  forties  with  a 
history  of  mental  and  emotional  problems.  In  1973,  she 
was  hospitalized  by  her  attending  psychiatrist  and 
received  electroshock  treatments  and  medication.  One  of 
the  drugs  she  was  treated  with  was  Thorazine.  Begining 
that  April  1975  and  continuing  until  January  1981,  the 
patient  came  under  the  care  of  a family  physician  with 
training  in  internal  medicine.  During  that  time  he  also 
prescribed  Thorazine  for  her.  The  patient  and  her 
husband  sued  the  family  physician  for  negligence  in 
treating  her  with  Thorazine.  They  also  soulght  punitive 
damages.  A trial  court  granted  summary  judgment  in 
favor  of  the  physician  on  the  punitive  damages  claim.  An 
appellate  court  reversed  and  reinstated  the  punitive 
damages  claim. 

On  further  appeal,  the  Minnesota  Supreme  Court  said 
that  the  psychologist  presented  by  the  patient  as  an  expert 
witness  was  not  competent  to  give  an  opinion  on  the 
standard  of  medical  care  involved.  The  psychologist  had 
extensive  training  and  experience  in  the  areas  of 
pshychology  and  pharmacology,  including  a doctorate 
degree  in  biopsychology.  He  had  also  done  consultant 
work  for  drug  companies  and  engaged  in  research  and 
laboratory  studies  on  drug  dependence.  However,  he  had 
never  prescribed  Thorazine,  he  did  not  know  how 
physicians  customarily  used  Thorazine  in  treatment,  and 
he  had  not  worked  with  physicians  in  the  area  who  had 
dealt  with  the  question  of  when  and  under  what  circum- 
stances Thorazine  should  be  prescribed. 

Under  those  circumstance,  the  psychologist  was  not 
competent  to  act  as  an  expert  witness  on  the  question  of 
the  standard  of  medical  care  required  of  the  patient’s 
physician  or  whether  the  physician  departed  from  that 
standard. 

The  trial  court’s  judgment  dismissing  the  punitive 
damages  claim  was  affirmed. — Jjjndgren  v.  Eustennann, 
370  N.W.2d  877  (Minn.Supp.Ct.,  July  12,  1985) 

DAMAGES  AWARDED  FOR  SURGERY  PATIENT’S 
HYPOXIC  BRAIN  DAMAGE 


A patient  w'ho  suffered  hypoxia  during  an  anterior 
cervical  fusion  procedure  was  entitled  to  $1,1  18,834  for 
future  medical  care  and  treatment,  a Washington 
appellate  court  ruled. 


The  patient  slipped  and  fell  during  a Christmas  party, 
at  a lodge.  As  a result  of  the  fall,  he  suffered  a herniated 
disc  in  his  cervical  spine.  Surgery  was  performed  without 
apparent  complication  on  December  23,  1980.  However, 
he  became  comatose  while  in  the  recovery  room.  Tests 
later  established  that  he  suffered  hypoxic  brain  damage 
from  deprivation  of  oxygen  to  the  brain. 

The  patient,  a college  graduate  and  funeral  home 
operator,  was  very  impaired  and  unemployable  with  little 
chance  of  future  improvement,  having  difficulty  concen- 
trating and  suffering  from  impaired  motor  activity, 
including  speaking  and  general  physical  activity.  One  test 
evaluating  brain  impairment  showed  that  99  per  cent  of 
the  population  would  perform  various  analytical  and 
physical  activities  better  than  the  patient. 

The  patient  and  his  wife  and  children  filed  separate 
negligence  actions  against  the  lodge,  surgeon,  anesthesio- 
logist, hospital,  and  anesthetic  manufacturer.  Prior  to 
trial,  they  settled  with  the  surgeon,  anesthesiologist,  and 
hospital  for  a total  amount  of  $815,000. 

After  trial,  a jury  returned  a verdict  in  favor  of  the 
patient  for  $3,163,834,  including  $1,118,834  for  future 
medical  care  and  treatment.  The  jury  found  the  patient  25 
per  cent  negligent,  and  awarded  his  wife  $40,000  for  her 
claim  of  loss  of  consortium. 

After  trial,  the  court  set  aside  the  award  for  future 
medical  expenses  because  the  patient  failed  to  produce 
substantial  evidence  of  the  specific  costs  and  necessity  for 
future  medical  care.  The  court  deducted  future  medical 
expenses  from  the  total  verdict  and  then  deducted  25  per 
cent  for  the  patient’s  comparative  negligence.  It  then 
credited  the  pre-trial  sttlement  amount  ($709,000  of  the 
pre-trial  settlement  was  allocated  to  the  patient).  The 
court  ultimately  entered  a judgment  in  favor  of  the 
patient  for  $824,750. 

On  appeal,  the  appellate  court  said  the  trial  court 
should  not  have  set  aside  the  portion  of  the  award  for 
future  medical  expenses.  The  evidence  showed  at  the  time 
of  trial  that  there  was  no  recognized  and  effective  treat- 
ment for  his  brain  damage,  he  would  require  assistance  in 
making  decisions  and  in  performing  simple  tasks,  and 
would  have  to  exercise  to  avoid  spastic  and  rigid  muscle 
conditions.  That  was  sufficient  evidence  to  support  the 
jury’s  award  for  future  medical  expenses.  The  court  said 
that  the  trial  court  correctly  calculated  the  settlement  by 
deducting  the  25  per  cent  contributory  negligence  from 
the  jury  verdict  before  subtracting  the  pre-trial  settlement 
amount. 

The  court  remanded  the  case  for  reinstatement  of  the 
full  award  for  future  medical  expenses. — Erdman  v. 
Lower  Yakima  Valley  Washington  Lodge  No.  2112  of 
B.P.O.E.  704  P.2d  150  (Wash.  Ct.  of  App.,  July  18,  1985) 

PARENTS  MUST  SEEK  MEDICAL  AID  FOR 
CHILD  IN  SPITE  OF  RELIGIOUS  BELIEFS 

When  they  were  faced  with  a condition  that  threatened 
their  child’s  life,  parents  had  no  choice  but  to  seek 
medical  help,  in  spite  of  their  religious  beliefs,  a 
Pennsylvania  appellate  court  ruled. 
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The  child,  who  was  two  years  and  seven  months  old, 
died  as  a result  of  an  untreated  Wilms’  tumor.  At  a 
coroner’s  inquest,  the  father  testified  that  he  and  his  wife 
were  aware  of  the  child’s  condition.  They  were  life-long 
members  of  the  Faith  Tabernacle  Church  and  relied  on 
God  to  the  exclusion  of  modern  medicine  to  cure  the 
boy’s  cancer. 

After  an  investigation,  the  parents  were  charged  with 
consciously  disregarding  a substantial  risk  that  death 
would  result  after  observing  the  continuous  growth  of  a 
tumor  in  their  child’s  stomach.  They  were  tried  and 
convicted  involuntary  manslaughter  and  endangering  the 
welfare  of  a child  and  received  terms  of  probation. 

On  appeal,  the  parents  contended  that  the  criminal 
statutes  were  unconstitutionally  applied  to  punish 
conduct  that  was  protected  by  the  free-exercise  clause  of 
the  First  Amendment. 

Referring  to  a previous  decision,  the  court  said  that 
parents  were  free  to  become  martyrs  but  not  to  make 
martyrs  of  their  children  before  they  reached  the  age  of 
full  and  legal  discretion  and  could  make  such  choice  for 
themselves.  For  the  purposes  of  sentencing,  the  court  said 
that  the  convictions  for  endangering  the  welfare  of  a 
child  merged  with  the  convictions  of  involuntary 
manslaughter.  Vacating  the  former,  the  court  affirmed 
the  judgment  as  modified. — Commonwealth  of  Pensylvania 
V.  Barnhart,  497  A. 2d  616  (Pa. Super. Ct.,  Aug.  16,  1985) 


UROLOGIST  NEGLIGENT  IN  TRANSURETHRAL 
RESECTION 


A malpractice  action  for  negligence  in  performance  of 
a transurethral  resection  of  the  prostate  was  not  barred 
by  the  statute  of  limitations,  the  Kansas  Supreme  Court 
ruled  in  affirming  a malpractice  award  for  a patient  and 
his  wife. 

A patient  was  examined  by  a uroligist  because  of  a 
possible  urinary  tract  infection.  A diagnosis  was  made  of 
“a  recurrent  urinary  infection,  bladder  neck  obstruction, 
chronic  papillary  necrosis  of  bilateral  kidney,  and  penile 
impotency.”  The  urologistdid  not  attempt  to  combat  the 
infection  with  antibiotics  but  recommended  a TUR.  The 
patient  was  advised  that  temporary  urinary  incontinence 
and  sexual  impotence  was  usual  after  such  surgery.  He 
signed  an  authorization  form  that  included  such 
statement. 

After  the  operation,  the  patient  suffered  from 
incontinence  and  impotence.  The  urologist  performed  a 
second  TUR  about  five  months  after  the  first  one.  The 
purpose,  according  to  the  urologist’s  notes,  was  to 
perform  a biopsy  to  rule  out  cancer.  No  cancer  was 
found,  and  the  incontinence  persisted. 

The  patient  consulted  another  uroligist,  who  found  a 
defect  in  the  sphincter  muscle  that  could  not  be  corrected 
surgically.  At  the  time  of  trial,  the  patient  was  wearing  a 
penile  clamp  but  was  a candidated  for  a $10,000 
prosthesis.  He  was  also  permanently  impotent. 

The  patient  sued  the  first  urologist.  At  the  trial,  there 
was  extensive  expert  testimony  that  the  patient’s  condi- 


tion was  due  to  negligence  in  performai^ce  of  the  first 
TUR.  The  patient  had  undergone  several  additional 
surgical  procedures  and  would  have  more  surgery  and 
substantial  expenses  in  the  future.  The  jury  awarded  the 
patient  $698,506.26  and  his  wife  $325,000  for  loss  of 
consortium. 

On  appeal,  the  urologist  contended  that  the  claims 
were  barred  by  the  statute  of  limitations.  The  court  found 
that  although  the  patient  knew  of  his  injuries  immedi- 
ately after  the  operation,  he  had  no  regson  to  suspect  that 
they  were  permanent  or  the  result  of  negligence  until  he 
consulted  the  second  urologist.  The  coqrt  concluded  that 
the  action  was  timely  filed, and  affirmed  the  lowercourt’s 
judgment. — Cleveland  v.  Wong,  701  P.24  1301  (Kan. Sup. 
Ct.,  June  21,  1985) 


OBSTETRICIAN  NEGLIGENT  IN 
NOT  PERFORMING  C-SECTION 


A patient’s  theory  that  an  obstetrigign’s  failure  to 
perform  a cesarean  section  was  negligengg  was  supported 
by  the  evidence,  a Missouri  appellate  co!4ft  ruled. 

The  patient  informed  the  obstetrician  pf  problems  she 
had  after  her  first  child  was  delivered  byggsgrean  section. 
He  said  that  he  would  decide  whethgf  ÍP  perform  a 
cesarean  section  “when  the  time  came,” 

About  two  weeks  before  her  delivery  43íg,  the  patient 
was  hospitalized  because  of  severe  pain,  She  was  not  in 
labor.  The  obstetrician  diagnosed  a gajjbfadder  attack. 
He  performed  an  amniocentesis,  which  indicated  that  the 
fetus’s  lungs  were  not  fully  matured. 

The  patient  remained  in  the  hospital,  grjd  about  four 
days  later  she  again  suffered  acute  pain.  A nurse  and  a 
physician  found  weak  fetal  heart  tones.  The  obstetrician 
was  called  and  told  that  either  the  patignt’s  uterus  had 
ruptured  or  the  placenta  had  separated  and  she  was  in 
shock.  The  obstetrician  operated  immediately.  The  fetus 
had  died  from  lack  of  oxygen,  and  the  patient’s  uterus 
had  split  in  the  position  of  her  old  scar,  The  obstetrician 
performed  a subtotal  hysterectomy. 

The  patient  and  her  husband  sued  the  obstetrician, 
seeking  damages  for  injuries  and  for  loss  of  consortium. 
The  jury  awarded  the  patient  $300,000  and  her  husband 
$100,000. 

On  appeal,  the  obstetrician  alleged,  among  other 
things,  that  the  verdict  was  against  the  weight  of  the 
evidence.  He  contended  that  the  testimony  of  the 
patient’s  expert  was  inconsistent  and  contradictory  so  as 
to  be  devoid  of  probative  value. 

The  patient’s  expert,  an  obstetrician  and  gynecologist, 
testified  that  the  care  provided  by  the  obstetrician  did  not 
comport  with  the  standard  of  care.  He  acknowledged 
that  tests  showed  fetal  lung  maturity  to  be  below  the 
treshold  for  delivery  but  said  that  it  was  in  a “gray  area’’ 
where  delivery  would  be  advisable  in  view  of  the  mother’s 
condition  and  history.  He  said  that  the  risk  of  fetal  death 
was  outweighed  by  the  virtual  certainty  of  death  if  uterine 
rupture  occurred.  The  court  said  that  from  the  expert’s 
testimony  the  jury  could  find  that  the  obstetrician  had  an 
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absolute  duty  to  pert'orm  a cesarean  section.  The  court 
affirmed  the  lower  court’s  judgment. — Cii'iielti  i'.  Camel, 
692  S.  W.2d  329  ( Mo.Ct.  of  App.,  May  7,  1985;  rehearing 
and/or  transfer  to  Mo.Sup.Ct.  denied,  June  5,  1985) 


SURGEON  NEGLIGENT  IN  CANCER  SURGERY 


■A  surgeon  was  negligent  in  performing  surgery  to 
remove  a mucoepidermoid  carcinoma,  a New  York 
appellate  court  ruled. 

The  physician  operated  on  the  patient  in  May  1979,  to 
remove  a lesion  from  the  area  of  her  palate.  He  removed 
the  carcinoma  that  occupied  and  penetrated  bone  in  her 
palate  and  that  went  to  the  floor  of  the  nose  and  the  soft 
palate.  In  July  1979,  the  patient  changed  physicians. 
After  the  discovery  of  a recurrence  of  the  carcinoma,  her 
new  physician  performed  a radical  hemimaxillectomy  in 
October  1980. 

The  patient  filed  a malpractice  action  against  the  first 
physician  claiming  that  he  failed  to  adequately  prepare 
for  the  surgery  in  advance  in  order  to  ascertain  exactly 
what  he  was  cutting  into.  She  also  claimed  he  terminated 
the  surgery  while  there  was  still  an  indication  that  tumor 
remained  in  the  margin  that  he  had  cut.  The  recurrence  of 
the  tumor  therefore  became  inevitable,  and  ultimately 
caused  the  radical  surgery  that  occurred  about  17  months 
later.  A Jury  found  in  favor  of  the  patient  and  awarded 
her  damages. 

On  appeal,  the  court  affirmed  the  finding  of  negligence 
by  the  physician.  The  court  said  that  if  the  physician  had 
not  been  negligent,  the  second  operation  would  not  have 
been  necessary.  The  court  said  that  the  patient  had  failed 
to  prove  that  the  physician’s  malpractice  resulted  in  the 
necessity  of  radical  surgery.  The  patient  failed  to 
establish  exactly  what  surgery,  short  of  a radical  hemi- 
maxillectomy, should  have  been  performed  to  constitute 
a proper  operation  by  the  surgeon. 

The  court  affirmed  the  finding  of  negligence  but 
reversed  the  award  of  damages.  The  court  remanded  the 
case  to  the  trial  court  for  a new  trial  on  the  issue  of 
damages  to  compensate  the  patient  for  pain  and  suffering 
caused  by  being  required  to  undergo  a second 
operation. — F.ngstrand  v.  Friedman,  488  N.Y.2d  202 
(N.Y.Sup.Ct.,  App.Div.,  April  15,  1985) 


He  flourished 
during  the  first 
half  of  the 
20th  century/’ 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  Were  fighting  for  you  - and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name 

Address 

City  State Zip 

□ Member,  County 

County Medical  Society 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrilu 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hi/o  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  así  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo. 
Deben  limitarse  las  tablas  a solo  aquellas  que  contribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  artículo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración. 
Al  final  de  cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  “Cumulative  Index  Medicus”  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
título  del  artículo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capítulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  título  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo; 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capítulo  citado 
se  añade  el  autor(es)  del  capítulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Eiditora.  Deben  estar  escritas  en  maqui- 
nilla  adoble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  MD,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References, 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tables  must  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  ofthe  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73;  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor: 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed,  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


•Estas  “Instrucciones  para  los  Autores"  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 
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$500,000,000  OF  RESEARCH 
HELPED  CUFF  SHAW 
PLAY  BASEBALL  AT  AGE  85. 


In  November  1973,  Cliff  Shaw  was  stricken  with 
cancer. 

Fortunately,  it  was  detected  early  enough.  And  with 
surgery.  Cliff  was  able  to  continue  living  a healthy,  active  life. 

There  was  a time  when  such  a diagnosis  was  virtually 
hopeless. 

But  today,  cancer  is  being  beaten.  Over  the  years,  we’ve 
spent  $500,000,000  in  research.  And  we’ve  made  great 
strides  against  many  forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate 
for  colon  and  rectal  cancer  can  be  as  high  as  75%.  Hodgkin’s 
disease,  as  high  as  74%.  Breast  cancer,  as  high  as  90%. 

Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It’s  a whole  new  ball  game. 


y AMERICAN  CANCER  SOCIETY 

< Help  us  keep  winning. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  /2  691- 
697,  Jul^Aug  1971  2.  Kales  A,  elal:  Clin  Pharmacol  Ther 
18:356-363,  Sep  1975  3.  Kales  A,  elal:  Clin  Pharmacol 
Ther  19:576-563,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col Ther  32:7 6\ -7 66,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Geriotr  Sac  27:54] -546,  Dec  1979  6.  Dement  WC, 
elal:  BehavMed,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JO:  J Clin  Psychopharmacol  3:'\40-]50,  Apr  1983 
8.  Tennant  FS,  elal:  Symposium  on  ttie  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 

Mor  1977 


brand  of 

flurazepam  FICI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
informotion,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  In  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  Insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  If  alcohol  Is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  fime.  Use 
caufion  in  adminisfering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  in  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosoge,  have  been  reported  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililaled  palienis:  15  mg  recommended  initially 
until  response  Is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


THE  FRANCIS’  A.  COUNTUAY 
LIBRARY  OF  NED IC INF 
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FOR  SLEEP 

Aftep  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  faii  asleep  fast  and  stay 
asleep  till  morning.'®  And  j^ou're  satisfied  by  the  exceptionally 
wide  margin  of  safety'®  As  always,  caution  patients  about 
driving  or  drinking  alcohoi. 

Please  see  preceding  page  tar  summary  af  product  Information. 

DALMANE 

" brand  of 
flurozepam  HCI/Roche  (E 

sleep  that  satisfies 


Copyright  'C  1986  by  Roche  Products  Inc  ' All  rights  reserved 
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Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  iaboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitaies  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 


TKE  FRANCIS  A.  CO’ 
LIBRARY  OF  ME^ 
BOSTON, 
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BMW735Í:  SUPREMA  BEUHA 
YMAXIMAMTEUGENCIA. 

SOU)  PARA  PERSONAS  QUE  IAN 
POR  DELANn  DE  IOS  DEMAS. 


BMW  735i  presenta  un  refinamiento 
impresionante;  tapicería  de  cuero  fino, 
moqueta  gruesa  y paneles  de  madera 
de  calidad,  asientos  eléctricos 
regulables,  aire  acondicionado  con 
control  electrónico  de  la  temperatura... 
Y,  por  supuesto,  toda  la  alta  tecnología 
de  BMW:  Check  Control,  Computador 
de  a bordo.  Digital  Motor  Electronics 
(DME)  y el  Sistema  Antibloqueo  de 
Frenos  ABS  que  regula  el  posible 
bloqueo  de  las  ruedas  en  las  frenadas 
más  violentas. 

BMW  735i;  suprema  belleza  como 
exige  la  representatividad  más 
refinada  y máxima  inteligencia  para 
aumentar  el  inmenso  placer  de 
conducir  un  automóvil  perfecto. 


De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 

-AUTO  MANAGEMENT  INC. 

Mayagüez.  Tel.  834-4190 

— MOTOCASA  INC. 

Bayamón.  Tel.  780-0345 


LOUITIMOENTECNOIOGIA 


BMW  735i  ha  logrado  una  perfecta 
combinación  entre  belleza  e 
inteligencia.  Para  garantizar  la  óptima 
adaptación  del  automóvil  al 
conductor.  Ofreciendo  todos  los 
atributos  de  la  más  alta  tecnología. 

Si  Vd.  es  una  de  las  personas  que 
cuentan  en  el  mundo...  opte  por  un 
BMW  735i.  Un  automóvil  a la  medida 
de  su  personalidad. 


I El  conductor  de  un  BMW  735i  obtiene 
un  supremo  confort  y,  además,  un 
! absoluto  control  para  lograr  el  máximo 
dominio  y conocimiento  de  su 
automóvil  en  todas  las  situaciones. 


BMW,  automóviles  alemanes  para 
Rente  importante. 
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NUESTRA  PORTADA 

En  el  número  de  julio  de  1984  del  “Boletín  de  la  Asociación  Médica 
de  Puerto  Rico”  se  publicó  en  la  portada  la  obra  “La  Finca  del 
Guaraguao”  del  ilustre  pintor  puertorriqueño  Francisco  Oiler.  Al  final 
de  la  reseña  se  informaba  que,  para  desgracia  de  la  sociedad 
puertorriqueña,  ese  cuadro  junto  a los  retratos  de  José  Campeche  y 
Ramón  Power  y Girait,  también  obras  de  Oiler,  había  sido  hurtado  del 
“Ateneo  de  Puerto  Rico”  en  la  noche  del  día  20  de  octubre  de  1980.  Se 
rumoraba  que  las  obras  ya  estaban  fuera  de  Puerto  Rico. 

Nos  relata  el  Dr.  Angel  Luis  Rodríguez  Rosado  que  sintió  una  pena 
terrible  que  la  obra  que  vinculaba  los  dos  más  grandes  pintores  en  la 
historia  del  arte  puertorriqueño.  Campeche  y Oiler,  se  hubiera  perdido 
para  siempre  por  tan  horrorosa  infamia. 

“Llamé  a la  madre  de  Carlos  Irizarry  que  vive  en  New  York  en  el 
Bronx  y le  pedí  a Doña  Nides  que  localizara  enseguida  a Carlitos  que 
tenía  algo  urgente  que  informarle.  Me  llamó  al  poco  rato  y le  imploré 
que  hiciera  su  propia  versión  del  retrato  de  Campeche  por  Oiler  y así 
poder  los  puertorriqueños  siquiera  recordar  la  obra.  Lo  convencí  al 
explicarle  que  José  Campeche  no  era  sólo  un  gran  pintor  sino  quizás  el 
primer  puertorriqueño  que  con  patriótico  afán  persiguió  la  excelencia  y 
llegó  a ser  uno  de  los  mejores  pintores  del  nuevo  mundo  en  su  época. 
Arranqué  la  lámina  de  la  obra  del  libro  que  sobre  Francisco  Oiler 
publicara  Osiris  Delgado  y se  la  envié  por  correo  expreso.  Comenzó  la 
obra  pero  el  tamaño  pequeño  del  retrato  no  ayudaba.  El  caballeroso 
profesor  Osiris  Delgado  nos  proveyó  el  negativo  que  permitió  hacer  una 
ampliación  y al  cabo  de  tres  meses  de  trabajo  la  obra  era  una  realidad.” 

Esta  es  la  historia  del  quizás  más  bello  retrato  que  exista  de  José 
Campeche  y que  compendia  las  versiones  que  de  él  se  han  hecho  por 
artistas  como  Oiler,  Ramón  Atiles  y Lorenzo  Homar.  Para  simbolizar  el 
hurto  que  hubo  en  la  historia  del  retrato  que  hiciera  Oiler,  Irizarry  usa  el 
detalle  fino  y sutil  de  que  el  Campeche  en  escala  gris  mojasu  pincel  en  la 
paleta  del  Campeche  policromado. 

Como  todos  sabemos  el  Ateneo  de  Puerto  Rico  recuperó  las  tres 
obras  hurtadas  el  14  de  yunio  de  año  pasado 

Hemos  presentado  la  obra  “Campeche  del  Ateneo”;  óleo  en  lienzo 
que  mide  cinco  pies  en  el  plano  horizontal  y cuatro  pies  de  alto  del 
artista  puertorriqueño  contemporáneo  Carlos  Iriz.arry.  Al  inquirir  por 
el  dueño  y donde  puede  verse  la  obra  nos  termina  diciendo  el 
Dr.  Rodríguez  Rosado: 

“La  obra  es  parte  de  la  colección  de  mi  familia  que  se  exhibe  en  mi 
oficina  y a la  cual  en  el  mundo  estrictamente  real  de  mis  sueños,  de  mis 
ilusiones,  quimeras  y fantasías  le  he  dado  el  nombre  de:  Museo  de  Arte 
de  Naranjito;  Recinto  de  San  Juan.” 
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Dignóstico  Dermatoiógico 


Recientemente  unos  amigos  mientras  compartían  trajeron  el  tema  de  las  enfermedades  de  la 
piel  y la  confusión  que  las  mismas  producían  en  el  médico  no  dermatólogo.  Estas  diferencias 
se  acentuaban  más  cuando  una  enfermedad  dermatológica  que  hasta  ese  momento  tenía  perplejo 
al  médico  primario  era  diagnosticada  por  el  consultor  en  un  instante  al  echar  una  rápida  mirada 
al  paciente.  Estos  diagnósticos  rápidos  representan  la  acumulación  de  años  de  experiencia, 
de  estudio,  y de  haber  desarrollado  el  poder  de  observación  y la  memoria  visual. 

Las  enfermedades  de  la  piel  son  sumamente  comunes.  Se  estima  que  la  tercera  parte  de  la 
población  desarrollará  en  el  transcurso  de  un  año  alguna  condición  de  su  piel  por  la  cual  podrá 
buscar  ayuda  médica.  El  7%  de  las  visitas  al  médico  por  adultos  y el  25-30%  por  niños  son  por 
problemas  primarios  de  la  piel.  Estas  estadísticas  no  son  para  extrañarse,  ya  que  la  piel  es  el 
órgano  más  grande  y uno  de  los  más  complejos  del  cuerpo,  con  un  peso  de  4 kilos  y cubriendo  una 
superficie  de  2 metros  cuadrados. 

Del  grupo  de  amigos  antes  mencionado  surgió  la  idea  de  presentar  enfermedades  comunes, 
pero  de  importancia  médica,  como  una  sección  nueva  en  nuestro  Boletín.  Siguiendo  el  viejo  dicho 
de  que  una  lámina  vale  más  que  mil  palabras,  esta  sección  presentará  una  fotografía  de  la 
enfermedad  para  el  diagnóstico  y luego  se  discutirá  la  misma  de  forma  concisa.  El  propósito  es 
producir  material  didáctico  para  médicos  no  dermatólogos. 

El  Departamento  de  Dermatología  del  Recinto  de  Ciencias  Médicas  de  la  Universidad  de 
Puerto  Rico  y la  Sección  de  Dermatología  de  la  Asociación  Médica  de  Puerto  Rico  estarán  a cargo 
de  esta  actividad  por  el  momento,  pero  más  adelante  esperamos  contar  con  la  participación  de  ios 
demás  dermatólogos  de  Puerto  Rico,  quienes  estamos  seguros  van  a presentarnos  casos 
interesantes  de  sus  años  de  valiosas  experiencias. 

Confiamos  en  que  esta  nueva  sección  del  Boletín  sea  del  agrado  de  nuestros  lectores. 


Pablo  1.  Almodóvar,  MD 

Catedrático  Auxiliar 
Departamento  de  Dermatología 
Recinto  de  Ciencias  Médicas 
Universidad  de  Puerto  Rico 
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Al  frente . . . siempre. 


Desde  hace  muchos  años,  Volvo  viene  imponiendo 
las  normas  de  calidad  en  los  más  importantes  renglones 
de  la  ingeniería  y tecnologia  automotriz. 

Su  reputación  como  el  carro  más  seguro  del  mundo 
es  mundialmente  reconocida. 

Su  incomparable  solidez  y durabilidad  están  respal- 
dados por  una  garantía  de  fábrica,  de  tres  años,  sin 
límite  en  el  millaje  y sin  costo  adicional,  que  otras  marcas 
sólo  pueden  envidiar. 

Su  prestigio  como  líder  en  la  categoría  de  carros 
europeos,  está  firmemente  establecido. 


Y su  ágil  maniobrabilidad,  impresionante  funciona- 
miento y extraordinaria  potencia  sencillamente  dejan  a 
los  demás...  detrás. 

Nosotros  en  Volvo  nos  sentimos  sumamente  orgu- 
llosos de  estos  logros.  Es  una  tarea  gigantesca  que  tiene 
un  solo  objetivo:  proporcionarle  un  automóvil  en  el 
que  pueda  confiar  durante  mucho  tiempo.  Es  por  eso 
que  al  construir  su  Volvo  740  usamos  materiales 
especiales,  resistentes  a la  corrosión  y lo  sumergimos  en 
un  baño  electrolítico  para  asegurarnos  que  todas  las 
áreas  queden  perfectamente  protegidas. 


Por  tantas  buenas  razones  . . . 

vouvo 

Calidad  que  no  se  discute 

Visite  Trébol  Motors  o sus  dealers  autorizados. 


■ 3 años  de  garantía  sm  límite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  días  de  la  semana  ■ Servicio  Tele  SOS 


DERMATOLOGY  DIAGNOSIS 


Oliva  E.  Benmamán,  MD 


This  is  a 43  year  old  male  patient  with  more  than  20  years  history  of  a pruritic  eruption  origi- 
nally limited  to  his  elbows  and  knees,  but  during  the  past  five  years  he  has  developed  lesions 
over  the  lumbosacral  area,  abdomen  and  scalp. 

The  physical  examination  reveals  erythematous,  scaly,  thick  plaques  over  the  extensor  aspects 
of  the  extremities,  the  abdomen  and  the  lumbosacral  areas  as  shown  in  figure  1.  The  scalp  shows 
diffuse  erythema  and  scaliness. 


WHAT  IS  YOUR  DIAGNOSIS? 


Department  of  Dermatology,  Medical  Sciences  Campus, 
University  of  Puerto  Rico 
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Dermato/of*}'  Diaf^nosis 


Oliva  £.  Benmamán,  M.D. 


PSORIASIS 

Psoriasis  is  a chropnic  hyperproliferative  skin  disease 
that  is  characterized  by  erythematous  papules  and 
plaques  covered  with  adherent  silvery  white  scales.  This 
eruption  generally  involves  symetrically  the  extensor 
aspects  of  the  extremities  (elbows,  shins  and  knees),  the 
scalp,  and  sacral  areas.  At  times  it  may  be  widespread  but 
still  mantains  its  papulosquamous  character,  or  it  may 
evolve  into  an  exfoliative  dermatitis  in  which  case, 
generalized  erythema  and  desquamation  predominates. 
The  most  severe  type  of  psoriasis  is  know  as  Von 
Zumbusch  or  generalized  pustular  psoriasis  and  presents 
with  generalized  lakes  of  pus,  erythema,  high  fever  and 
leukocytosis.  Many  other  clinical  variants  exist  depend- 
ing on  the  morphology  of  the  lesion,  distribution  or 
presence  of  inflammation  (pustules). 

Psoriasis  can  occur  at  any  age  and  affects  equally  males 
and  females.  In  the  U.S.A.  the  incidence  in  the  general 
population  is  estimated  at  1%  to  2%  and  the  prevalence 
ranges  from  0.1%  to  3%. 

The  course  of  the  disease  is  characterized  by  frequent 
remission  and  exacerbations.  There  are  several  well 
known  triggering  factors,  the  most  important  of  which  is 
the  Koebner  phenomenum  or  isomorphic  response  in 
which  cutaneous  lesions  develops  secondary  to  trauma. 
Other  precipitating  or  aggravating  causes  are  emotional 
stress,  infections  and  drugs  (lithium,  beta  adrenergic 
blocking  agents,  indomethacin,  systemic  steroids  and 
antimalarials). 

The  cause  of  psoriasis  is  still  unknown.  Genetics  may 
play  a role  in  the  etiology  of  this  condition  as  there  is  a 
familial  pattern  in  30%  of  the  cases.  The  inheritance  is 
believed  to  be  transmitted  as  simple  autosomal  dominant 
with  a penetrance  of  about  60%  although  great  contro- 
versy regarding  this  point  still  exist.  HLA  typing  has 
revealed  a higher  frequency  of  HLA-B13,  BW16,  BW37 
and  HLA-CW6.  There  is  also  a significantly  greater 
frequency  of  HLA-B27  in  patients  with  psoriatic  arthritis 
and  pustular  psoriasis. 

It  is  well  known  that  psoriasis  results  from  increase 
epidermal  proliferation;  what  is  still  unknown  is  the  exact 
stimulus  responsible  for  this  hyperproliferative  state. 
Several  theories  have  been  accepted,  incluiding  an  increase 
in  the  cGMP/CAMP  ratio,  increased  PGE-2  and  HETE 
(12-L,  hydroxy-5,  8,  10,  14  eicosatetraenoic  acid)  and 
elevated  polyamines  levels,  but  a final  pathogenetic 
pathway  still  remains  elusive. 

The  histology  of  psoriasis  is  variable  and  is  dependent 
upon  the  age  of  the  lesion.  The  essential  findings  are: 
(1)  parakeratosis  and  hyperkeratosis  (2)  acanthosis  of 
the  epidermis  with  uniform  elongation  of  the  rete  rigdes 
and  increased  number  of  mitosis  in  several  layers  of  the 
epidermis  (3)  elongation  of  the  dermal  papilla  with 
edema  and  vascular  dilatation  (4)  small  abscesses  in  the 
parakeratotic  horny  layer  (Munro’s  microabscesses)  and 
(5)  lymphohistiocytic  infiltrate  around  the  superficial 
dermal  vessels. 

There  are  multiple  therapeutic  modalities  in  the 
treatment  of  psoriasis  that  basically  can  be  divided  into 
topical  and  systemic  approaches.  Local  application  of 
emollients  such  as  petrolatum,  topical  steroids,  tars  and 


anthralin  are  frequently  used  for  the  localized  and  less 
severe  forms  of  the  disease.  Phototherapy  either  in  the 
form  of  Goeckerman  therapy  (tar  followed  by  UV-B 
irradiation)  or  PUVA  (psoralens  and  long  waves  UV- 
light)  are  reserved  for  more  severe  and  generalized  types 
of  psoriasis.  These  two  modalities  offer  high  rates  of 
clearance  as  well  as  long  remission  rates,  specially  if 
maintainance  therapy  is  continued.  Other  forms  of 
systemic  therapy  are  methotrexate  for  moderate  to  severe 
psoriatic  arthritis  and  lately  the  use  of  oral  retinoids 
specially  etretinate  (Ro  10-9359)  which  may  be  effective 
against  the  pustular  and  erythrodermic  forms  of 
psoriasis. 
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Before  prescribing^  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary. 


>1:  WARNING 

This  drug  is  not  indicated  for  initial  therapy  ol  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  pofassium  is  markedly 
impaireo.  If  supplementary  potassium  Is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K’*  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  tbeir  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarlne.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  ol  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  battles  of 
1000  capsules;  Single  Unif  Packages  (unif-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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A report  to  the  American 
people  on  the  pit^;ress  of  the 
Statue  of  Uberty- 
Ellis  bland  restoration. 


Photographs  courtesy  of  Peter  B.  Kaptan.  0 1986 


As  the  scaffolding  around  the  Statue  comes  down, 
it’s  going  up  just  a half  a mile  away  on  Ellis  Island.  Here  the 
work  is  just  beginning  for  the  second  half  of  this  great 
project  that  began  nearly  three  years  ago. 

We  can  be  proud  of  what  we  have  accomplished. 

The  Torch  of  Liberty  has  been  completely  rebuilt  by 
French  and  American  workers  starting  from  scratch.  It’s 
an  exact  duplicate  of  the  torch  that  was  installed  in  1886. 

A monumental  achievement 


In  addition,  we’ve  strengthened  every  part  of  the 
Statue.  We’ve  removed  the  rust,  replaced  1,800  corroded 
iron  armatures  with  stainless  steel,  and  repaired  or 
replaced  the  rivets  that  bind  the  skin  to  the  framework. 

A new  spiral  stairway  leads  up  to  the  crown,  as  well 
as  a new  emergency  elevator.  And  you’ll  be  able  to  visit  an 
expanded  American  Museum  of  Immigration  where  the 
name  of  every  contributor  is  listed  in  a permanent  registry. 

July  4, 1986,  the  day  of  the  Centennial  Celebration, 
will  climax  a monumental  achievement  of  volunteerism  at 
work.  The  restoration  of  the  Statue  is  on  time.  And  paid 
for.  And  so  is  the  upcoming  celebration.  The  Lady  will  be 
ready  for  the  great  unveiling.  And  with  your  continued 
support  we  will  be  able  to  turn  our  full  efforts  to  finishing 
the  job  on  Ellis  Island. 


The  Statue  of  Liberty  was  the  symbol  of  freedom. 
But  Ellis  Island  was  the  reality. 

Although  the  years  have  been  hard  on  the  Lady  with 
brch,  they’ve  been  much  harder  on  Ellis  Island.  The 
Great  Hall,  where  almost  half  of  all  Americans  can 
trace  their  ancestry  is  in  ruins.  It’s  here  in  the 
Great  Hall  the  restoration  work  is  beginning. 


A staircase,  similar  to  the  one  the  immigrants 
climbed,  will  be  built  and  the  Great  Hall,  where  formal 
medical  and  legal  inspections  were  held,  will  be  restored. 

On  the  second  and  third  floors,  a library  and  museum 
will  contain  memorabilia  the  immigrants  brought  from  their 
homeland.  An  oral  history  room  will  permit  visitors  to  hear 
their  actual  voices  as  they  relate  their  experiences. 

And  we’ll  provide  facilities  enabling  the  aged  and 
handicapped  to  visit  throughout  the  building. 

Liberty  will  be  reborn. 

Ellis  Island  will  be  restored. 

The  progress  of  the  restoration  is  an  affirmation  of 
the  American  people’s  belief  that  these  symbols  stand  for 
America’s  future,  not  just  its  past.  It’s  a tribute  to  the 
generosity  of  everyone  from  school  children  to  giant 
corporations  who  reached  into  their  pockets  to  get  this 
work  off  to  such  a good  start. 

When  the  work  is  done,  Ellis  Island  will  be  a living 
monument  to  the  courage  of  our  forefathers  who  came 
here  and  helped  build  a country.  It  must  not  die. 

That’s  why  I’m  asking  you  to  join  me  in  this  great 
campaign.  We  need  your  support  and  your  contributions  to 
continue.  Together  we  will  Keep  the  Dream  Alive'." 

Lee  A.  lacocca,  Chairman 

Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

Send  your  tax-deductible  contribution  to:  The  Statue  of  Liberty- 
Ellis  Island  Foundation,  Inc.,  PO.  Box  1986,  New  York,  N.Y.  10018. 
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Fine-Needle  Aspiration  of  the  Thyroid: 
Cyto-Pathologic  Correlation 

José  L.  Riestra,  MD 
José  H.  Martinez,  MD 
Guillermo  Villamarzo,  MD 
Lydia  Rodriguez,  MD 


Abstract:  Forty  three  patients  with  euthyroid  solid- 

“cold”  nodules  of  the  thyroid  gland  were  subjected  to  fine 
needle  aspirations  (FNA)  of  their  lesions.  Adequate 
material  was  obtained  in  all  patients.  Samples  were  stained 
by  the  Papanicolaou  method  and  classified  in  five  classes, 
according  to  the  presence  or  absence  of  atypical  cells.  All 
patients,  regardless  of  “benign”  or  “malignant”  findings 
were  sent  to  surgery.  Pathological  correlation  disclosed  a 
sensitivity  of  93%  and  a specificity  of  79%  for  the  test. 

Fine  needle  aspiration  (FNA)  cytology  has  been  used 
as  a diagnostic  tool  in  the  evaluation  of  thyroid 
diseases  since  1952,  when  Soderstrom  described  this 
technique.'  In  spite  of  its  extensive  use  in  Europe  for  over 
three  decades,  it  was  not  until  the  last  1Ü  years  since  when  it 
has  gained  wide  acceptance  in  the  United  States.^’  ^ ® 
Recent  studies  have  clearly  demonstrated  the  superio- 
rity of  FNA  cytology  in  sensitivity  and  cost  effectiveness 
in  the  evaluation  of  thyroid  nodules  as  compared  to  the 
other  diagnostic  modalities  now  available.^’  * 

The  first  report  of  FNA  in  Puerto  Rico  came  from  our 
institution  and  it  was  published  in  1983.  By  that  time  a very 
low  sensitivity  (43%)  was  found  in  a series  of  24  patients.'' 
Since  then,  we  have  gained  considerably  in  technical 
skills  and  cytological  expertise. 

In  this  paper,  we  present  our  findings  in  43  patients 
subjected  to  FNA  and  then  referred  to  surgery.  Thecyto- 
histological'  correlation  is  compared  to  the  previous 
experience. 

Materials  and  Methods 

We  studied  43  patients,  6 males  and  39  females  whose 
ages  ranged  from  15  to  74  years  (average  age  of  52. 1 for 
females  and  43.5  for  males).  The  patients  were  referred  to 
our  service  for  the  evaluation  of  thyroid  nodules.  These 
lesions  were  found  to  be  cold  by  radionuclear  scanning 
and  solid  or  mixed  by  sonography.  All  patients  were 
euthyroid  with  normal  levels  of  thyroid  stimulating 
hormone  (TSH)  by  RIA,  Tj  (resin  uptake)  and  T4  (RIA). 


From  the  Endocrinology  Section.  San  Juan  City  Hospital.  Puerto  Rico 
Medical  Center. 

This  study  was  presented  at  the  1985.  Annual  Meeting  of  the  "Sociedad 
Puertorriqueña  de  Endocrinología  y Diabetología". 


There  was  no  history  of  previous  x-ray  radiation  to  the 
neck  in  any  of  the  subjects. 

After  obtaining  a written  consent,  FNA  was  performed 
using  a CAMECO  apparatus  (CAMECO  syringe  pistol. 
Precision  Dynamic  Corp.,  Burbank,  California).  The 
samples  were  extended  on  slides,  fixed  with  95%  ethylic 
alcohol  and  stained  with  the  Papanicolaou  method.  Cyto- 
logical interpretation  was  done  while  the  patients  waited. 
Findings  were  reviewed  by  our  group  and  biopsies 
repeated  if  necessary. 

The  specimens  were  classified  cytologically  as  follows: 
Class  (0)  - Insufficient  material 

Class  (1)  - Inflammatory,  colloidal  or  degenerative,  benign 
changes 

Class  (2)  - Follicular  or  Hiirthle  cell  neoplasia  without 
atypical  changes 

Class  (3)  - Suspicious  of  malignancy 
Class  (4)  - Probably  malignant 

All  patients  were  subjected  to  surgery.  Specificity  and 
sensitivity  were  calculated  using  the  formula  defined  by 
McNeil.'"  For  those  calculations  cytological  classes  3 and 
4 were  considered  “positive”  for  malignancy,  while  clas- 
ses 1 and  2 were  considered  “negative”. 

Results 

Adecúate  biopsy  specimens  were  obtained  in  all 
patients  without  significant  complications.  At  surgery,  14 
patients  were  found  to  have  cancer  out  of  which  13  were 
correctly  diagnosed  pre-operatively  by  FNA  cytology, 
for  a sensitivity  of  93%.  Sensitivity  measures  the  fraction 
of  patients  with  disease  confirmed  at  surgery  (in  this  case 
malignancy)  whose  test  (FNA)  is  positive,  divided  by  the 
total  of  those  patients  with  malignant  disease  (see 
figure  1).  On  the  othe  hand,  29  patients  had  benign 
lesions  at  surgery  out  of  which  twenty  three  had  cytologi- 
cally benign  findings  (Classes  1 or  2).  Our  specificity  for 
the  test  was  79%.  In  this  case  we  measured  the  fraction  of 
patients  identified  as  not  having  malignancy  by  FNA 
divided  by  the  total  of  patients  found  with  benign  disease 
at  surgery  (see  figure  2). 

The  relation  of  cytological  type  to  pathological 
findings  is  expressed  in  tables  I and  II.  Needle  tract 
implantation  was  not  observed  in  any  of  the  pathologic 
specimens. 
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Figure  1 

Sensitivity  for  the  Study 


Patients  Correctly  Diagnosed  with 
malignancy  by  FNA  (a) 

Sensitivity  = 

Total  of  Patients  with  Malignancy 
(a  + b) 

Where  (b)  represents  the  number  of 
false  negatives 
13 

= 93% 

13  + I 


Figure  2 

Sensitivity  for  the  Study 


Patients  Correctly  Diagnosed  with 
benign  disease  by  FNA  (c) 

Specificity  = 

Total  patients  with  benign  disease 
at  surgery 

(c  + d) 

Where  (d)  represents  the  number  of 
false  positives 
23 

= 79% 

23  + 6 


TABLE  I 


Cytologic  Classes  of  Surgically 
Confirmed  Malignancy 


No.  of  Patients  Class  Pathologic  Findings 


13  IV 

1 II 


10  Papillary  CA 

2 Medullary  CA 

1 Follicular  CA 

I Papillary-follicular 


14 


14 


TABLE  II 


Cytologic  Classes  of  Surgically 
Confirmed  Benign  Lesions 


No.  of  Patients  Class  Pathologic  Findings 


g I 

15  II 


5 Multinodular  goiter 

2 Follicular  adenomas 

I Hashimoto’s  disease 

10  Follicular  adenomas 


4 III 

2 IV 


3 Hurthle  cell  adenomas 

2 Adenomatous  goiter 

1 Multinodular  goiter 

3 Follicular  adenomas 

1 Amyloidosis 

1 Adenomatous  goiter 


29 


29 


Discussion 

Thyroid  nodular  disease  is  considered  a major  clinical 
entity  in  the  United  States  where  a prevalence  of  4 to  1% 
represent  around  9 million  patients  with  nodules. 
Although  we  don’t  have  official  figures  in  this  respect  for 
our  population,  it  indeed  represents  a very  common 
endocrinological  entity  in  Puerto  Rico.  Thus,  it  becomes 
very  important  to  have  a test  that  would  be  simple,  cost 
effective  and  sensitive  for  diagnosing  malignancy  in  these 
lesions. 

The  ideal  test  would  have  a 100%  sensitivity  and  a 
100%  specificity.  This  is  impossible  for  a single  test. 
Furthermore,  we  find  that  as  the  sensitivity  increases,  the 
specificity  is  reduced  and  viceversa,  with  any  given  test. 
For  example.  Americium  - 241  fluorescence,  a recently 
developed  technique,  has  a sensitivity  for  diagnosing 
thyroid  malignancy^  of  close  to  a 100%  but  a very  low 
specificity.  At  present,  FNA  is  the  most  accurate  method 
for  selecting  patients  for  surgery.  It  is  also  the  most  cost 
effective  and  has  the  highest  sensitivity/specificity  ratio 
of  all  the  diagnostic  modalities  now  available.’»  “»  ” 

In  our  study,  we  obtained  a sensitivity  of  93%  and  a 
specificity  of  79%.  In  other  words,  we  had  an  incidence  of 
false  negatives  of  7%  with  21%  of  false  positives.  These 
figures  compare  favorably  with  other  centers  where  wide 
variations  in  accuracy  are  observed.’  These  variations  are 
largely  due  to  the  difference  in  skill  among  physicians  in 
obtaining  representative  material  and  interpreting  the 
microscopic  studies. 

As  compared  to  the  previous  study  at  hour  hospital^ 
our  sensitivity  greatly  improved  (93%  vs  43%)  while  our 
specificity  predictably  declined  (19%  vs  94%).  However, 
we  feel  that  in  the  diagnosis  of  cancer  it  is  preferable  to  have 
a test  that  is  more  sensitive  than  specific.  In  this  way  we 
would  operate  most  patients  with  malignancy  while 
sending  a reasonably  low  number  of  benign  lesions  to 
surgery. 

Ramaciotti*^  has  reported  a 10%  incidence  of  malig- 
nancy in  Class  II  lesions.  In  our  study  we  found  one 
malignancy  in  16  patients  with  a Class  II  cytology  (6%). 
Because  it  is  virtually  impossible  to  differentiate  by  FNA 
cytology  alone,  between  follicular  or  Hürthle  ^cell 
adenomas  and  their  carcinoma  counter-parts,  we  feel 
that  surgery  should  be  performed  in  all  patients  with  this 
cytological  finding.  In  that  way  we  would  be  including 
Class  II  lesions  in  the  “positive”  for  malignancy  group, 
boosting  our  sensitivity  (to  a 100%  in  this  case)  at  the 
expense  of  decreasing  our  specificity.  In  this  way,  the 
chances  of  missing  a malignancy  are  minimized.  A basic 
consideration  that  should  be  kept  in  mind  at  this  point  is 
that  you  should  always  use  FNA  cytology  in  conjunction 
with  other  clinical  criteria  and  well  established  labora- 
tory and  imaging  data  for  a more  accurate  diagnosis  of 
thyroid  malignancy. 

We  believe  that  early  FNA-cytology  is  a simple,  safe, 
cost  effective  and  highly  sensitive  technique  that 
represents  a very  important  diagnostic  tool  in  the  pre- 
surgical  evaluation  of  thyroid  nodules. 
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Resumen:  Cuarenta  y tres  pacientes  con  nodulos 

sólidos-“fríos”  del  tiroides  fueron  sometidos  a aspiraciones 
con  aguja  fina.  Se  obtuvo  material  adecuado  en  todos  los 
pacientes.  Las  muestras  se  tiñeron  con  el  método  de 
Papanicolaou  y se  clasificaron  en  cinco  grupos  de  acuerdo 
al  grado  de  cambios  atípicos  observados.  Todos  los  pacien- 
tes fueron  sometidos  a cirugía  independíente  de  hallazgos 
“benignos”  o “malignos”.  La  correlación  patológica 
demostró  una  sensibilidad  para  la  prueba  de  93%  y una 
especificidad  de  79%. 
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It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care. The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back  — by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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Now,  one  tablet  at  bedtime 

Conbvis  nocbun^ add 
to  reHeve  pain  aiHl  heal 
thmdend  deers 

Heals  active  duodena!  ulcers  after  4 weeks 
in  most  patients*^ 

ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150  mg  b.i.d.  292/345  85% 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b.i.dZ 


Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mgb.i.d.^^ 

Headache— sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular. Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered. 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


*lt  IS  not  known  exactly  how  much  aad  inhibition 
IS  needed  to  heal  ulcers. 
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¡N  ACTIVE  DUODENAL  ULCERS 

Once-a~ni^t  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  300mgtablets 


Now. . . two  effective 
regimens  to  treat  active 
duodena!  uicers 


References:  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A. 
Cohn-Jones  DG,  Gear  R et  ah  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984;2:274- 
275.  3.  Colin-Jones  DG,  Ireland  A.  Gear  R etah  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984;  77 
(suppi  58)116-122 


ZANTAC'  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC'  300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  tor  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer:  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIDNS:  ZANTAC'  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS;  General;  1.  Symptomatic  response  to  ZANTAC*  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix'  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  tSalmo- 
nella,  E coli)  for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups. 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 

ADVERSE  REACTIDNS:  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC*.  The  relationship  to  ZANTAC)  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGRT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  m 6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice. 

Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia,; 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Inlegumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
OVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage. The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD50  values  m rat  and  mouse  were  83  and 
77  mg/kg,  respectively.  | 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC’,  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequency  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi-j 
alysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis.  | 
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Abstract:  A new,  non-absorbable,  monofilament  suture 

made  from  expanded  polytetrafiuoroethylene  (EPTFE) 
was  compared  with  polypropylene  and  polyester  sutures  in 
a two  year  study  involving  285  patients.  The  operative 
characteristics  of  the  suture  materials  were  compared  in  a 
variety  of  cardiovascular  procedures.  Follow-up  was 
maintained  on  every  patient  to  detect  any  long-term  com- 
plications with  the  EPTFE  suture. 

Our  experience  with  this  suture  has  been  promising.  The 
EPTFE  suture  has  excellent  handling  characteristics, 
comparable  and  perhaps  superior  to  that  of  both  poly- 
propylene and  polyester  particularly  in  the  smaller  sizes. 
Unlike  other  sutures,  EPTFE  sutures  can  be  swaged  to  a 
needle  that  has  the  same  diameter  as  the  thread.  This 
reduces  needle  hole  bleeding,  particularly  in  fully 
heparinized  patients.  No  incidence  of  infection,  false 
aneurysm,  or  mechanical  failure  was  experienced  with  the 
EPTFE  suture. 

The  efficiency  of  vascular  anastomoses  was  greatly 
enhanced  by  the  process  of  swaging  a needle  to  a 
suture.  Prior  to  this  swaging  process,  a suture  had  to  be 
threaded  through  the  eye  of  a needle.  This  caused  a 
double  strand  of  suture  to  pass  through  tissue  but  left 
only  a single  strand  of  thread  to  plug  the  hole,  resulting  in 
vessel  trauma  and  bleeding  at  the  anastomoses.  The 
swaging  process  enabled  a single  strand  to  be  attached 
firmly  to  a needle,  so  that  only  a single  strand  had  to  be 
passed  through  the  tissue.  Although  this  development 
diminished  bleeding  by  a considerable  degree,  the  process 
necessarily  involved  swaging  on  a needle  that  was  consi- 
derably larger  (2  to  3 times)  in  diameter  than  the  suture.* 
The  introduction  and  wide  acceptance  of  expanded 
EPTFE  vascular  grafts  focused  our  attention  on  the 
problem  of  bleeding  at  the  anastomoses,  since  one 
characteristic  of  this  material  is  that  a needle  hole  placed 
in  the  graft  remains  the  same  diameter  as  the  needle.^’ 
The  disparity  in  size  between  the  needle  and  the  suture 
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leaves  an  “unplugged”  space  at  each  suture  hole  through 
which  bleeding  occurs;  a problem  that  can  be  particularly 
troublesome  in  fully  heparinized  patients.' 

To  resolve  the  problem  of  bleeding  from  the  needle 
holes  in  EPTFE  vascular  grafts,  a monofilament  suture 
made  of  the  same  material  was  developed.  Because 
EPTFE  material  has  a void  space  that  is  over  50%  air,  the 
suture  is  able  to  be  densified  and  swaged  to  a needle  of  the 
same  diameter.  This  allows  the  suture  to  fill  the  needle 
hole  and  theoretically  reduce  the  problem  of  needle  hole 
bleeding. 

It  is  the  purpose  of  this  paper  to  present  the  charac- 
teristics of  a new,  monofilament,  suture  material  made 
from  EPTFE  and  to  detail  our  clinical  experience  with  it. 

Materials  and  Methods 

Our  objectives  in  the  clinical  evaluation  of  the  EPTFE 
suture  were  threefold.  They  were  to: 

1.  Compare  the  handling  characteristics  and  operative 
performance  of  the  EPTFE  suture  to  those  of 
polypropylene  and  polyester  sutures. 

2.  Identify  any  short-term,  unanticipated  problems 
with  the  use  of  the  EPTFE  suture. 

3.  Maintain  a follow-up  study  on  the  performance  of 
the  EPTFE  suture. 

We  began  the  study  in  November  1981.  The  study 
was  conducted  according  to  the  requirements  of  the 
FDA’s  Investigational  Device  Exemption  (IDE).  Appro- 
val for  the  use  of  this  suture  was  granted  by  our 
Institutional  Review  Board,  and  informed  consent  was 
obtained  from  each  patient  in  the  study.  We  used  EPTFE 
suture  material  in  cardiovascular  reconstruction  and 
repair  procedures  where  we  had  previously  used 
polypropylene  or  braided  polyester  sutures  successfully. 
These  procedures  included  cannulation  of  the  atrium  and 
ascending  aorta  with  size  2/0  and  3/0  suture,  anasto- 
moses of  the  saphenous  vein  to  the  ascending  aorta  with 
size  6/0  suture,  anastomoses  of  the  saphenous  vein  to  the 
coronary  artery  with  size  7/0  suture,  valve  replacement 
using  size  3/0  suture,  and  a number  of  peripheral 
vascular  procedures  utilizing  sizes  4/0  to  6/0  (Table  I). 

The  suture  size  nomenclature  is  based  on  tensile 
strength  rather,  than  filament  diameter  (Table  II). 
EPTFE  suture,  which  contains  50%  air  by  volume,  has  a 
large  diameter  than  its  polypropylene  counterpart  when 
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TABLE  I 

Expanded  PTFE  Suture:  Clinical  Procedures 

Procedure 

No.  of  Patients‘ 

1.  Cardiac  procedures 

A.  Ascending  aortic  cannulation 

258 

B.  Right  atrial  cannulation 

258 

C.  Coronary  artery  bypass 

1.  Saphenous  vein-ascending  aorta 

1 1 

2.  Saphenous  vein-coronary  artery 

8 

D,  Valve  replacement 

3 

11.  Vascular  procedures 

A.  Aortobifemoral  bypass 

15 

B.  Resection  AAA  (Tube  Graft) 

2 

C,  Femoro-femoral  bypass 

1 

D.  Femoro-popliteal  bypass 

9 

E.  Vascular  access  graft 

1 

F.  Renal  artery  bypass 

2 

G.  Carotid  endarterectomy 

3 

H.  PTFE  patch  angioplasty 

1 

1.  Thoracic  aorta-common  femoral  bypass 

1 

‘Several  patients  underwent  more  than  one  procedure 


TABLE  II 


Tensile  Strength  Comparisons 
(All  Measurements  in  Kg) 

Average  Unknotted  Tensile 

Size 

EPTFE' 

Polypropylene' 

7/0 

0.42 

0.30 

6/0 

0.67 

0.40 

5/0 

1.10 

0.76 

4/0 

1.75 

1.36 

3/0 

3.15 

2.12 

2/0 

4.40 

3.56 

Average  Knotted  Tensile  (USP  Method) 

Size 

EPTFE' 

Polypropylene’ 

7/0 

0.40 

0.29 

6/0 

0.65 

0.35 

5/0 

1.00 

0.60 

4/0 

1.67 

1.05 

2/0 

3.50 

2.46 

'GORE-TEX.  W.L.  Gore  and  Associates.  Inc. 

^Prolene.  Ethicon  Corporation 

All  values  represent  the  average  of  20  or  more  individual  measurements. 


categorized  by  tensile  strength.  The  average  knotted 
tensile  strength  (USP  method)  of  EPTFE  suture  isgreater 
than  that  of  one  size  larger  polypropylene  suture. 
Therefore,  we  were  comfortable  using  one  size  smaller 
suture  than  was  customary  with  polypropylene  (ie.  7-0 
EPTFE  instead  of  6-0  polypropylene). 

We  began  using  EPTFE,  polypropylene,  and  polyester 
sutures  in  each  of  the  patients  studied,  however  the  use  of 
polyester  sutures  was  discontinued  early  in  the  study. 
Each  suture  was  rated  excellent,  good,  fair  or  poor 
relative  to  the  following  characteristics:  handling  ease, 
knot  security,  ease  of  tissue  passage  and  perceived 
strength.  To  allow  quantitative  comparison  of  the  overall 
performance  of  the  different  materials,  we  enumerated 
our  responses;  (4.0)  for  excellent,  (3.0)  good,  (2.0)  fair 
and  ( 1 .0)  poor.  The  amount  of  anastomotic  bleeding  was 
also  assessed:  (4.0)  none,  (3.0)  minimal,  (2.0)  average  and 
(1.0)  excessive;  (Table  III). 

Results 

An  initial  pilot  study  of  12  patients  was  abandoned 
because  of  frequent  needle  breakage.  We  resumed  the 
study  when  improved  needles  became  available,  and  used 
sizes  2/0  through  7/0  in  285  patients  between  October 
1982  and  March  1985.  The  patient  population  included 
186  males  and  99  females  ranging  in  age  from  14  to  86 
years  (average  59  years).  The  length  of  follow-up  ranged 
from  1 to  30  months,  with  80  patients  in  the  study  past  1 
year  (Table  IV). 

TABLE  IV 


Clinical  Follow-up 


1.  Cardiac  Procedures 

Mean  - 15  months 
Range  - 1 - 30  months 

Number  of  patients  greater  than  one  year  - 70 
Commulative  follow-up  - 2,624  months 

2.  Vascular  Procedures 

Mean  - 12  months 
Range  - 1 - 29  months 

Number  of  patients  greater  than  one  year  - 10 
Cummulative  follow-up  - 388  months 


TABLE  III 


Comparative  Characteristics  - Average  Val 

ue‘ 

Suture 

Handling 

Knot 

Tissue 

Ease  Of 

Anastomotic“ 

Material 

Ease 

Security 

Passage 

Strength 

Bleeding 

EPTFE 

3.79 

3.67 

3.47 

3.64 

3.51 

POLYPRO- 

PYLENE 

3.56 

3.41 

3.98 

3.52 

3.35 

‘Grading  system:  (4)  Excellent,  (3)  Good.  (2)  Fair.  (I)  Poor 
“Anastomotic  Bleeding:  (4)  None,  (3)  Minimal,  (2)  Average,  (1)  Excessive 
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The  average  value  obtained  on  each  comparative 
characteristic  is  summarized  in  Table  III.  We  felt  the  ease 
of  tissue  passage  was  superior  with  polypropylene  suture, 
particularly  with  the  large  (2/0  and  3/0)  sizes.  Both  the 
EPTFE  and  polypropylene  suture  materials,  however, 
allowed  placement  of  up  to  6 loops  before  parachuting  of 
the  suture  line. 

In  all  other  categories  (handling  ease,  knot  security, 
perceived  strength,  and  anastomotic  bleeding)  we  felt  the 
EPTFE  suture  material  was  superior.  The  EPTFE  suture 
was  limp,  with  handling  characteristics  similar  to  those  of 
silk  suture,  and  the  EPTFE  knots  were  less  stiff  than 
those  of  the  polypropylene  suture. 

Although  anastomic  bleeding  was  not  quantified,  our 
rating  system  allowed  for  a visual  comparison  of  this 
characteristic.  The  amount  of  bleeding  from  the  needle 
holes  in  heparinized  patients  wiht  EPTFE  grafts  was 
definitely  less  with  EPTFE  sutures  than  with  polypro- 
pylene sutures.  Because  of  this  characteristic,  anasto- 
motic hemostasis  was  achieved  much  more  simply  and 
quickly  using  EPTFE  suture  material. 

Clinical  follow-up  revealed  no  incidence  of  infection, 
false  aneurysm,  hematoma  formation,  or  disruption  of 
any  anastomosis  in  this  study  with  the  EPTFE  suture.  No 
incidence  of  mechanical  failure  occurred  with  any  suture 
material. 

Discussion 

Monofilament  sutures  made  from  polypropylene  have 
become  the  standard  to  which  other  suture  materials  used 
for  vascular  reconstruction  are  compared.  Polypropylene 
incites  a minimal  inflammatory  response  and  its  dura- 
bility has  withstood  the  test  of  time.  The  low  coef- 
ficient of  friction  and  smooth  surface  of  this  material 
enables  it  to  pass  easily  through  tissue.  Several  throws  of 
polypropylene  can  be  loosely  placed,  allowing  meticulous 
visualization  and  accuracy  at  the  vascular  anastomoses, 
then  pulled  up  tight  all  at  once.  Polypropylene  does  have 
a major  disadvantage  however;  plastic  memory  retention. 
This  causes  the  suture  to  assume  a spring-like  configura- 
tion which  makes  it  cumbersome  to  handle.'’  ^ 

Our  experience  with  the  EPTFE  suture  material  has 
been  excellent.  The  suture  is  easy  to  handle  and  tie 
because  it  has  no  memory.  With  the  larger  size  (2/0  and 
3/0)  sutures,  the  resistance  to  tissue  passage  was  slightly 
greater  than  that  of  polypropylene  suture.  Ease  of  tissue 
passage  was  improved  with  the  smaller  (6/0, 7/0)  EPTFE 
sutures.  Like  polypropylene,  the  EPTFE  suture  can  be 
parachuted  with  up  to  6 loops,  allowing  the  entire 
anastomosis  to  be  visualized  during  peripheral  proce- 
dures. Therefore,  the  slight  increase  in  resistance  of  tissue 
passage  with  the  EPTFE  sutures  is  not  restrictive  in  the 
construction  of  vascular  anastomoses. 

Because  the  EPTFE  material  is  redensified  during  knot 
tying,  the  knot  can  be  “set”  to  give  added  security  to  the 
anastomosis.  The  knots  are  less  stiff  and  brittle  than 
those  of  polypropylene.* 

As  stated  previously,  the  EPTFE  suture  can  be 
compressed  and  swaged  to  a needle  of  an  equivalent 
diameter,  enabling  it  to  fill  the  needle  holes  in  prosthetic 
grafts  (Figure  1).  Our  clinical  experience  showed 


Figure  1.  Scanning  electron  micrograph  of  6/0  polypropylene  suture  in  a 
6mm  EPTFE  vascular  graft.  (20KV,  X 110  original  magnification) 


Figure  2.  Scanning  electron  micrograph  of  6/0  EPTFE  suture  in  a 6mm 
EPTFE  vascular  graft.  (20KV,  X 110  original  magnification) 

Micrographs  courtesy  of  W.  L.  Gore  & Associates,  inc. 

reduced  bleeding  from  the  needle  holes  in  heparinized 
patients  with  EPTFE  vascular  grafts  when  the  EPTFE 
suture  was  used.  This  capacity  of  the  suture  to  fill  the  hole 
made  by  the  needle  was  also  of  particular  benefit  in 
cannulation  of  the  a.scending  aorta  if  the  aortic  lumen 
was  inadvertantly  entered.  It  became  immediately 
apparent  that  the  EPTFE  suture  was  superior  to  the 
polyester  suture  in  handling,  tissue  passage,  and  bleeding 
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characteristics  for  aortic  and  venous  cannulation  proce- 
dures. Because  of  this,  we  discontinued  the  use  of 
polyester  suture  early  in  the  study. 

The  combination  of  superior  handling  characteristics, 
reduction  of  needle  hole  bleeding,  and  autogenous  tissue 
incorporation  make  this  a desirable  suture  for  vascular 
reconstruction  and  repair.  Our  results  show  that  the 
EPTFE  suture  will  have  an  important  place  in  the 
armamentarium  of  sutures  for  vascular  and  cardiac 
surgery. 
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Combined  Heart-Lung  Transplantation: 

A Review 
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L.H.  Toledo-Pereyra,  MD,  PhD** 


Abstract:  Patients  with  end-stage  pulmonary  vascular 

disease  with  primary  pulmonary  hypertension  or  secondary 
hypertension  due  to  congenital  heart  disease,  such  as 
Eisenmerger’s  complex,  have  been  the  most  frequent  indi- 
cations for  heart-lung  transplantation  with  a 1-2  year 
patient  survival  rate  of  70%  and  50%  respectively. 

Other  indications  for  heart-lung  transplantation  include 
several  pulmonary  parenchymal  disease  without  primary 
cardiac  involvement  (such  as  COPD  with  cor  pulmonale, 
insterstitial  pulmonary  disease,  cystic  fibrosis,  alveolar 
proteinosis,  pulmonary  veno-occlusive  disease),  and  left 
ventricular  diseases  with  elevated  pulmonary  vascular 
resistance  (including  ischemic  disease,  cardiomyopathies, 
and  end-stage  valvular  diseases). 

Presently,  lack  of  the  availability  of  suitable  donors  and 
lack  of  suitable  methods  for  a prolonged  preservation  of 
donor  heart  and  lungs  for  distant  organ  procurement 
severely  limit  the  broader  application  of  such  a procedure. 

Most  of  the  early  deaths  are  related  to  hemorrhage,  renal 
failure,  sepsis  and  respiratory  failure.  Late  deaths  are 
mainly  due  to  coronary  artery  disease. 

A normal  hemodynamic  and  physiologic  response,  along 
with  reversal  of  pulmonary  artery  pressures  and  resistance 
towards  normal  is  detected  postoperatively,  along  with  a 
better  vascularized  tracheal  anastomosis  with  prompt 
healing  in  all  cases  and  without  any  incidence  of  leakage, 
stenosis  or  failure  of  healing  as  seen  in  single  lung  trans- 
plant cases.  The  development  of  the  coronary-bronchial 
collateral  circulation  in  the  region  of  the  tracheal 
anastomosis  has  been  demonstrated  in  angiographic  follow- 
up. Cardiopulmonary  transplantation  should  be  then,  a well 
accepted  therapeutic  modality  for  appropriate  end-stage 
heart  and  lung  cases. 

Demikhow  in  1946,  pioneered  the  first  experimental 
combined  heart  and  lung  transplantation  in  a dog 
with  a two  hour  survival,  without  using  cardiopulmonary 
bypass  or  hypothermia.  Later,  he  successfully  performed 
such  experiments  in  67  dogs  in  the  next  five  years, 
however,  only  two  animals  survived  up  to  5-days.'  An 


*PGYII  Resident  in  General  Surgery  on  rotation  from  St.  Joseph 
Mercy  Hospital,  Pontiac,  Michigan. 

**Chief,  Transplantation,  Director.  Research  Mount  Carmel  Mercy 
Hospital,  Detroit,  Michigan. 


interesting  account  of  this  technique  is  presented  in  Table 
1.'"'^  The  first  clinical  program  of  combined  heart-lung 


TABLE  I 


Important  Events  in  the  Development  of  Heart-Lung  Transplantation 

Scientist 

Year 

Contribution 

Demikhow,  V.  (1) 

1946 

Russian  surgeon  pioneered  the  first 
combined  heart-lung  transplant  in 
dog  with  2-hr.  survival  without  using 
any  C-P  bypass. 

Neptune  et  al  (2) 

1953 

Performed  heart-lung  transplants 
using  hypothermia,  survival  up  to 
6-hrs. 

Webb  & Howard  (3) 

1957 

First  used  C-P  bypass  with  increased 
survival  up  to  22-hrs. 

Lower  et  al  (4) 

1961 

Prolonged  survival  up  to  6 days  with 
C-P  bypass  and  reported  respiratory 
disturbance  related  to  denervation. 

Grinnan  et  al  (5) 

1970 

Reported  longest  survival,  up  to 
10-days. 

Haglin  et  al  (6) 

1963 

Unlike  primates,  long  term  survival 
was  not  possible  in  dogs  due  to 
incompatibility  of  bilateral 
denervated  lungs. 

Nakae  et  al  (7) 

1967 

Demonstrated  species  differences  in 
regards  to  pulmonary  innervation. 

Cooley  et  al  (8) 

1968 

Performed  the  first  clinical  heart-lung 
transplant  in  a 2-mo.  old  infant  with  a 
complete  A-V  canal  defect.  Child 
died  14-hrs.  later  due  to  hemorrhage. 

Lillehei  (9) 

1970 

Performed  second  human  heart-lung 
transplant  on  43-yr.  old  man  with 
severe  COPD  with  pulmonary  hyper- 
tension; patient  died  on  8th  day. 

Barnard  & Cooper  (10) 

1971 

Third  heart-lung  transplant  in  49-yr. 
old  patient  with  COPD  with  survival 
up  to  23  days. 

Castaneda  et  al  (11) 

1972 

Reported  up  to  2-yr.  survival  in  5 of  25 
baboons  after  heart-lung  auto 
transplants. 

Borel  et  al  (12) 

Reitz  et  al  (13) 

1976 

1980 

Discovered  cyclosporine. 

Up  to  5-yr.  survival  in  monkeys  after 
heart-lung  allografting  using  cyclos- 
porine for  immunosuppression. 
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transplants  was  commenced  at  Stanford  University  in 
March,  1981.  A short  time  later,  the  University  of 
Pittsburgh  initiated  its  own  program  as  well. 

The  initial  clinical  trials  of  combined  heart  and  lung 
transplantation  involved  patients  with  end  stage  primary 
pulmonary  hypertension  or  congenital  heart  disease  with 
Eisenmenger’s  complex.  The  successful  preliminary 
results  of  29  combined  heart-lung  transplants  at  Stanford 
University,  and  13  at  the  University  of  Pittsburgh  are 
encouraging  with  up  to  70%  and  50%  survival  rate  at  one 
and  two  years  postoperatively,  respectively.  There  are 
several  advantages  of  combined  heart-lung  transplanta- 
tion over  single  or  bilateral  lung  transplants  alone. 
These  include  greater  simplicity  of  the  operative 
technique,  a secure  tracheal  anastomotic  healing  in 
almost  all  cases,  and  the  availability  of  the  allografted 
heart  for  the  endomyocardial  biopsy  as  a guide  to  the 
diagnosis  and  treatment  of  rejection.  An  overview  of  the 
currently  available  literature  concerning  the  combined 
heart-lung  transplantation  is  presented  in  this  paper. 

Procurement  and  Presenation  of  the  Heart-Lung  Preparation 

The  major  problem  encountered  is  to  find  a donor  with 
healthy  lungs  and  without  infection.  Brain  death  may  be 
accompanied  by  neurogenic  pulmonary  edema  or 
thoracic  trauma  and  prolonged  ventilatory  support  may 
result  in  a tracheobronchial  infection.  Only  one  out  of 
10  cadaver  donors,  therefore,  have  suitable  lungs  for  this 
procedure. The  usual  criteria  for  donor  selection  are 
presented  in  Table  II. 

TABLE  II 

Criteria  for  Donor  Selection 

1.  Age  <35  years 

2.  Absence  of  any  heart-lung  disease 

3.  ABO  Group  compatibility 

4.  Negative  cross  match  between  recipients  serum  and  donor 
lymphocytes 

5.  Compatibility  of  thoracic  volumes 

6.  Clear  chest  x-ray:  no  evidence  of  pneumonia. 

7.  Satisfactory  blood  gases  (P02>I0()  torr  at  FI()2  of  40%  IP<30 
mmHg  with  normal  TV) 

8.  Absence  of  gross  pulmonary  infection 

9.  Satisfactory  myocardial  function  with  normal  EKG 

10.  Avoid  prolonged  intubation  and  ventilatory  support 

1 1 . Brain  dead 


The  shortage  of  suitable  donors  for  heart-lung  trans- 
plantation limits  the  number  of  recipients  who  may 
potentially  benefit  from  the  procedure.  The  development 
of  techniques  for  distant  organ  procurement  and  preser- 
vation for  a prolonged  period  of  time  are  necessary  to 
increase  the  number  of  available  organ  donors.  Satis- 
factory clinical  methods  of  heart  preservation  are 
currently  available  for  periods  of  up  to  about  four  hours^°-^* 
however,  techniques  for  providing  complete  clinical 
protection  of  the  lungs,  for  the  same  time  period,  are  not. 
Presently,  extracorporeal  preservation  of  the  lungs  for 
periods  greater  than  two  hours  is  not  safe,^’*^^  as  was 
exemplified  in  the  report  by  the  University  of  Pittsburgh. 


At  that  center,  four  patients  developed  pulmonary  edema 
postoperatively  when  distant  organ  procurement  was 
implemented.  A modified  Collins  solution  at  4°C  was 
used  for  flushing  the  pulmonary  artery.  The  successful 
combined  heart-lung  transplantation  procedure  presently 
used  necessitates  performing  the  procedure  with  the 
donor  and  the  recipient  in  adjacent  operating  rooms. 
This  may  require  transporting  the  donor  to  the  recipient’s 
hospital  in  order  to  minimize  lung  ischemia. 

Donor  Maintenance 

The  brain  dead  donor  is  intubated  with  endotracheal 
tubing,  size  8 or  9,  with  a high  compliance,  high  volume 
and  low  pressure,  using  a volume  cycled  respirator  with 
an  FIO2  of  40%  PEEP  3-5  cm  HjO  with  intermittent 
“sighing”  and  central  venous  pressure  (CVP)  of  < 10  cm 
HjO  to  prevent  neurogenic  pulmonary  edema  and 
alveolar  collapse.  A nasogastric  tube  is  connected  to 
continuous  wall  suction  at  8-10  cm  HjO  and  the  systolic 
blood  pressure  maintained  at  a minimum  of  70-80 
mmHg.  Minimal  amounts  of  either  metaraminol  or 
dopamine  drip  are  used  if  low  systolic  blood  pressure  is 
present.  Only  Ringer’s  lactate  solution  is  used  for 
replacement  fluid.  If  urine  output  exceeds  200  ml/hr., 
aqueous  vasopressin  10-20  units  IV  every  1-6  hours  may 
be  given  as  required.  Pulmonary  function  and  hemody- 
namic monitoring  are  frequently  carried  out  and  it  is 
important  to  keep  a near  normal  blood  pressure  and 
urinary  output. 

Donor  Operation 

During  the  donor  surgical  technique  described  below,*'*"^' 
it  is  important  to  handle  the  lungs  gently  and  as 
infrequently  as  possible  throughout  the  procedure.  A 
bolus  dose  of  methylprednisolone  (30  mg/Kg)  is 
administered  intravenously  at  the  beginning  of  the 
procedure.  Median  sternotomy  is  the  preferred  incision 
at  Stanford,  while  bilateral  thoracotomy  with  sternal 
transection  has  usually  been  used  at  the  University  of 
Pittsburgh,  for  the  exposure  of  heart  and  lungs. 
Hardesty,  from  the  University  of  Pittsburgh,  claims  the 
latter  incision  is  preferrable  since  the  retraction  of  heart- 
lungs  is  easier,  as  well  as  the  dissection  and  hemostasis  of 
the  posterior  aspect  of  the  middle  mediastinum  is 
facilitated.^^  The  details  of  the  rest  of  the  procedure  are 
quite  similar  whichever  incision  is  used.  Any  other  organ, 
i.e.  kidneys,  liver  or  pancreas,  can  also  be  harvested 
without  technical  problems. 

Heart  and  lungs  are  exposed  by  a anterior  pericardiec- 
tomy  and  anterior  pleurectomy,  major  vessels  are 
dissected  free,  and  the  azygos  vein  is  doubly  ligated  and 
divided.  Heparin  (300  units/Kg),  is  administered  intra- 
venously and  a cardioplegic  cannula  is  inserted  into  the 
innomiate  artery,  as  is  done  in  heart  harvesting.  Both 
superior  and  inferior  vena  cava  are  ligated  and  divided, 
and  the  aorta  is  cross-clamped.  A cardioplegic  solution  is 
begun  for  arresting  the  heart.  Pulmonary  infusion  is 
carried  out  with  perfusion  of  the  modified  Collins 
solution  (12  mEq  MgS04  and  65  ml  of  50%  dextrose 
added  per  liter)  at  4°  into  the  main  pulmonary  artery 
and  pressure  is  kept  up  to  20  mmHg.  In  addition,  a 
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topical  cold  Ringer’s  solution  is  applied  to  both  the  lungs 
and  the  heart.  A continuous  gentle  ventilation  is  used 
throughout  the  procedure  in  order  to  promote  even  dis- 
tribution of  cold  infusion.  After  the  aorta  is  divided  at  the 
leve  of  the  innominate  artery,  the  heart  and  lungs  are 
removed  by  dividing  the  posterior  pleural  reflections  and 
pulmonary  ligaments  using  electrocautery.  The  trachea  is 
clamped  five  rings  above  the  carina,  keeping  the  lung 
inflated  and  then  divided  above  the  clamp.  The  heart- 
lung  block  is  then  placed  into  a sterile,  containing 
Ringer’s  solution  at  4°C  and  transferred  to  the 
recipient’s  operating  room.  The  lungs  are  kept  half 
inflated. 

Heart-Lung  Recipients 

Another  important  factor  for  the  successful  heart-lung 
transplantation  is  the  selection  of  recipients.  The  general 
requirements  for  the  prospective  recipients  are  quite 
similar  to  those  candidates  for  cardiac  transplantation 
alone.  Younger  patients  without  other  systemic  illness  or 
severe  secondary  organ  dysfunction  are  better  suited  for 
prolonged  survival  and  rehabilitation.  Various  contra- 
indications for  the  procedure  are  enumerated  in  Table 
III. 

TABLE  III 

Contraindications  of  Heart-Lung  Transplantation 

1.  Active  infection 

2.  Diabetes  mellitus  (especially  uncontrolled)  insulin  dependent 

3.  Extensive  previous  cardiac  procedures 

4.  Presence  of  serious  hepatorenal  impairment  (bilirubin  >3.5  mg/or 
creatinine  clearance  <40  ml/min.  to  be  excluded) 

5.  Major  disease  process  not  limited  to  heart  - a systemic  illness  that 
would  limit  life  expectancy  or  compromise  recovery 

6.  Psychological  instability 

7.  PVR  exceeding  8 wood  units 

8.  Crossmatch  incompatibility  between  recipient  and  donor 

9.  Drug  addiction  and/or  alcoholic 

10.  Malignancy 

11.  Peptic  ulcer  disease  (condition  might  worsen  from  post-op  stress 
and  high  dose  corticosteroids 


The  patients  who  may  benefit  from  the  combined 
heart-lung  transplantation  are  generally  grouped  into 
one  of  two  categories:  those  with  advanced  pulmonary 
vascular  disease  and  those  with  irreversible  diseases  of 
both  lungs  without  major  cardiac  involvement.  (Table  IV) 

Most  of  the  patients  in  the  advanced  pulmonary 
disease  group  are  suitable  for  this  procedure  since  their 
pulmonary  hypertension  is  unresponsive  to  medical 
therapy.  In  terminal  stages,  both  heart  and  lungs  are 
damaged  and  usually  such  patients  are  young,  in  their 
third  or  fourth  decade  of  life,  with  a marked  functional 
disability. 

In  the  group  of  patients  with  irreversible  lung  disease, 
without  cardiac  involvement,  benefit  may  be  derived 
from  the  combined  heart-lung  procedure,  especially  since 
the  results  of  this  procedure  are  clearly  superior  to  those 
for  lung  transplantation  alone.  It  is  also  possible  to  avoid 
the  problems  that  result  from  leaving  one  damaged  lung  in 
place.  However,  the  primary  disease  may  recur  in 
patients  with  enzyme  deficiencies  or  autoimmune 


disorders,  or  the  possibility  remains  for  other  organ 
involvement.  Hence,  the  prognosis  is  less  hopeful  than 
that  of  the  first  group  mentioned. 

TABLE  IV 


Indications  for  Potential  Heart-Lung  Transplants 


1.  End  Stage  Pulmonary  Vacular  Disease  (with  severe  pulmonary 
hypertension) 

- Primary  pulmonary  hypertension 

- Secondary  pulmonary  hypertension  due  to  congenital  heart 
diseases  (e.g.  Eisenmerger’s  syndrome) 

2.  Irreversible  Bilateral  Pulmonary  Parenchymal  Diseases  (without 
major  cardiac  involvement) 

- Chronic  airway  obstruction  with  cor  pulmonale 

- Interstitial  pulmonary  diseases  (including  pulmonary  fibrosis 
and  sarcoidosis) 

- Cystic  fibrosis 

- Other  enzyme  deficiencies 

- Alveolar  proteinosis 

- Pulmonary  veno-occlusive  disease 

2.  Left  Ventricular  Diseases  With  Elevated  Pulmonary  Vascular 
Resistance 

- Ischemic  diseases 

- Cardiomyopathies 

- End  stage  valvular  diseases 

4.  Age  Limit 

- 55-years  old 

- relative 


Recipient  Operation 

In  the  recipient  operation,  a median  sternotomy  is 
performed.  The  anterior  pericardiectomy  and  pleurec- 
tomy  are  done  to  expose  heart  and  lungs.  The  cannula- 
tion  of  the  ascending  aorta  and  both  cava  and  right 
atrium  is  performed  to  initiate  cardiopulmonary  bypass. 
The  ascending  aorta  is  cross-clamped  and  divided  at  the 
level  of  the  aortic  valve  commissures,  while  the 
pulmonary  artery  is  transected  at  its  midportion.  Both 
atria  are  excised  at  the  level  of  atrioventricular  junction 
and  the  heart  is  removed.  Without  injuring  the  phrenic 
and  vagus  nerves,  excess  pericardium  is  removed  and  the 
pulmonary  veins  are  freed  from  the  posterior  medias- 
stinum.  The  left  lung  is  retracted  out  of  the  pleural  cavity 
anteriorly,  and  the  right  by  freeing  the  entire  hilum  and 
by  dividing  the  pulmonary  ligament  after  ensuring 
hemostasis  of  bronchial  arteries  by  individual  clipping. 
Left  bronchus  is  dissected  free  and  clamped  and  stapled 
using  TA  30  staples  with  3.5  mm  staples.  The  left 
bronchus  is  divided  distal  to  the  staples  and  the  left  lung  is 
now  taken  out.  The  right  lung  is  similarly  removed  from 
the  chest  after  stapling  the  right  bronchus  and  after 
ensuring  proper  hemostasis.  Finally,  the  trachea  is 
exposed  and  divided  just  above  the  carina,  ensuring  a 
sufficient  blood  supply  to  the  tracheal  stump. 

The  next  part  of  the  procedure  consists  of  passing  the 
donor  heart-lungs  into  the  surgical  field.  The  donor 
trachea  is  trimmed  immediately  above  the  carina,  and 
after  taking  cultures,  a thorough  suction  is  done.  The 
right  lung  is  passed  into  the  right  chest,  while  the  left  lung 
is  passed  into  the  left  chest  beneath  the  phrenic  nerve 
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pedicles.  Using  a continuous  3-0  polypropylene  suture, 
tracheal  anastomosis  is  completed  beginning  posteriorly 
firsts.  A cannula  is  passed  into  the  left  atrium  to  either 
infuse  cold  cardioplegia  solution,  or  to  vent  air  from  the 
left  heart.  A curvilunear  incision  is  made  into  the  donor 
right  atrium  and  the  atrial  anastomosis  is  commenced  by 
suturing  the  left  side  of  the  donor  right  atrium  including 
the  entire  septum  and  all  the  remnants  of  the  left  atrium. 
The  aortic  anastomosis  is  completed  by  using  a 
continuous  polypropylene  monofilament  suture  (Figure  1). 


Figure  1.  Operative  technique  for  heart  and  lung  transplantation. 

A)  Dissection  of  recipient.  Phrenic  nerves  preserved  on  pedicles. 

B)  Recipient  is  cannulated  for  cardiopulmonary  bypass. 

C)  Empty  thorax  after  removal  of  the  heart  and  lungs. 

D)  Completed  anastomosis  and  repair  of  cannulation  sites. 

Postoperative  Care 

The  postoperative  care  for  heart-lung  transplant 
recipients  is  essentially  the  same  as  is  any  patient  with 
routine  cardiopulmonary  bypass  surgery,  except  that 
isoproterenol  is  used  for  the  chronotropic  support  (the 
cardiac  output  of  the  denervated  heart  is  rate  dependent) 
and  high  FIOj  is  avoided;  usually  FIOj  of  40%  and  5 Cm 
HjO  PEEP  is  usually  adequate.  Extubation  is  usually 
carried  out  on  the  first  postoperative  morning,  and  the 
patient  is  encouraged  to  cough  and  breathe  deeply,  as 
well  as  postural  physiotherapy.  The  immunosuppression 
is  started  as  described  below  and  the  patient  is 
maintained  in  a reversed  barrier  isolation.  The  incidence 
of  pleural  effusion  and  atelectasis  is  frequent,  probably 
the  result  of  the  interruption  of  lymphatics  on  the 
posterior  wall  of  the  thorax. 


Immunosuppressive  Regimen 

1 . Cyclosporine:  A preoperative  dose  of  cyclosporine  of 
18  mg/Kg  is  administered  and  a continued  oral 
cyclosporine  therapy  is  used  indefinitely,  regulating 
the  cyclosporine  dose  by  monitoring  the  serum 
levels. *'• 

2.  Azathioprine:  1.5  mg/Kg/day  is  given  for  the  first 
two  weeks  and  then  maintained  at  a 25  mg/day 
depending  upon  the  leukocyte  count. 

3.  Rabbit  Anti-human  Thymocyte  Globulin  (AlG) 
(5-10  mg/Kg/day):  Is  used  for  the  initial  three  day 
course  postoperatively. 

4.  Steroids:  Intravenous  methylprednisolone  500  mg  is 
administered  intraoperatively  and  then  given  at 
125  mg  intravenously  for  three  doses  8°  apart.  Oral 
prednisolone  is  begun  at  0.2-0. 3 mg/Kg  doses  at  the 
14th  day  and  maintained  at  10-20  mg/day. 

Rejection 

Endomyocardial  biopsy'^'^b  is  carried  out  weekly 
initially  to  diagnose  cardiac  rejection,  however,  it  is  done 
monthly  later  on.  Currently,  there  are  no  good 
techniques  for  diagnosing  pulmonary  rejection.  The 
frequency  or  rejection  episodes  is  the  highest  within  the 
first  60  days  after  transplantation. 

Rejection  occurring  within  the  first  30  days  is  treated 
by  administering  methylprednisolone  (1  gm  bolus  dose) 
for  three  days  consecutively.  Those  rejection  episodes 
resistant  to  methylprednisolone  are  treated  with  addi- 
tional rabbit  ATG,  while  rejection  occurring  after  one 
month  is  treated  by  an  augmented  dose  of  oral  steroids. 

Specific  Homeostatic  Factors  in  Postoperative  Period 

After  the  combined  heart-lung  transplantation  in  man, 
the  hemodynamic  and  pulmonary  consequences  of  the 
denervation  of  the  cardiopulmonary  axis,  the  lymphatic 
interruption,  rejection,  infection  and  the  drug  toxicity  are 
largely  unknown,  although  some  data  has  been  collected 
from  the  initial  clinical  and  laboratory  work. 

1.  Hemodynamics:  Pulmonary  arterial  pressure,  and 
other  hemodynamic  measurements,  including  peri- 
pheral vascular  resistance,  cardiac  output  and  left 
ventricular  function  have  been  normal  in  the  patients 
studied  one  and  two  years  after  undergoing  the  trans- 
plantation procedure.^*’  ” 

2.  Physiological  Aspects:  In  the  patients  receiving 
combined  heart-lungs,  a limitation  of  the  lung 
function  with  mild  restrictive  defect  has  been 
observed  preoperatively  in  33%  of  the  patients,  and 
obstructive  defect  has  been  found  in  50%  of  the 
patients  in  initial  reports.  However,  only  very  minor 
alterations  in  the  lungs  mechanical  properties  has 
been  encountered.  Postoperatively,  such  patients 
show  striking  improvement  of  symptoms  and  general 
physical  status,  along  with  an  improvement  of  the 
arterial  O2  tension,  with  a normal  gas  exchange  in  the 
long  term,  although  there  is  quite  a decrease  in  lung 
volumes  resulting  in  the  moderately  severe  restrictive 
ventilating  defect  in  the  immediate  post-operative 
period  which  improves  slowly.^®’ 
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3.  Loss  of  Pulmonary  Innervation:  The  loss  of  innerva- 
tion of  the  lung  during  this  procedure  seems 
permanent.  It  is  unlikely  that  these  nerves  will 
regenerate  since  the  renervation  of  the  allografted 
organs  is  rare.'''  The  breathing  patterns  have  been 
found  to  be  normal  in  most  of  the  patients  in  the 
immediate  postoperative  period.  The  regulation  of 
breathing  is  satisfactorily  carried  out  by  the  chest 
wall  afferent  nerves,  carotid  body  receptors  and  the 
inherent  rhythmic  control  of  breathing.  During 
exercise,  appropriate  increases  in  the  minute  volume, 
tidal  volume,  and  respiratory  rate  occurs  to  keep  the 
blood  gases  at  a normal  level. 

4.  Loss  of  Lymphatic  Drainage:  Surprisingly,  very  little 
functional  disability  is  evident  following  disruption 
of  pulmonary  lymphatics  during  such  a procedure. 
In  addition,  the  lymphatic  connections  resume  after 
two  to  three  weeks  and  for  the  same  reason,  an 
aggressive  diuretic  therapy  is  used  in  these  patients 
postoperatively  to  minimize  the  pulmonary  edema 
(implantation  response). 

5.  Loss  of  Direct  Bronchial  Arterial  Supply:  Compared 
to  patients  of  single  lung  transplant  who  have  no 
direct  arterial  supply  to  the  recipient  bronchus  and 
hence,  a high  number  of  complications  may  occur, 
i.e.  dehiscence,  rupture,  or  stenosis  at  the  tracheal 
anastomosis.  Most  patients  undergoing  combined 
heart-lung  transplantation  show  an  extensive  net- 
work of  the  collateral  vessels  arising  from  the  donor’s 
coronary  arteries  and  passing  to  the  region  of  the 
tracheal  anastomosis,^®  and  hence,  the  minimal 
complications  associated  with  the  tracheal  anasto- 
mosis in  the  postoperative  period. 

Complications  of  Combined  Heart-Lung  Transplantation 

The  complications  usually  associated  with  the  patients 
undergoing  heart-lung  transplantation  are  enumerated  in 
Table  V.”’  The  most  important  complications  are 
described  next. 


TABLE  V 


Complications  of  Combined  Heart-Lung  Transplantation 

A.  Immediate  Complications 

Acute  myocardial  infarction,  respiratoryfailure,  tracheal  rupture 
at  anastomosis,  hemorrhage,  pulmonary  edema,  acute  rejection, 
implantation  response. 

B.  Delayed  Complications 

Infection,  chronic  rejection,  malignant  disease,  coronary  artery 
disease  due  to  graft  atherosclerosis 

C.  Complications  Related  to  the  Use  of  Cyclosporine 
Hypertension,  renal  dysfunction,  myocardial  fibrosis,  headaches, 
tremor,  hirsutism,  hepatic  dysfunction,  malignancy,  interaction 
with  rifampin  (rifampin  induces  the  microsomal  enzyme  system 
in  the  liver,  thus  increasing  the  requirement  of  cyclosporine 
fivefold) 

D.  Long  Term  Pulmonary  Sequelae 

Airtlow  obstruction  secondary  to  obliterative  bronchiolitis,  recurrent 
respiratory  infection,  bronchiectasis  and  pulmonary  fibrosis 


Rejection 

Until  recently,  the  clinical  and  experimental  work  in 
the  combined  heart-lung  transplant  surgery  indicated 
that  the  cardiac  and  pulmonary  rejection  occurred  hand 
in  hand.'*^  Therefore,  the  use  of  percutaneous  endomy- 
ocardial biopsy'*''  will  give  the  indirect  evidence  of 
pulmonary  rejection  and  direct  evidence  of  cardiac 
rejection.  However,  recent  animal  data  demonstrated 
that  rejection  of  the  lung  may  be  observed  without 
concomitant  rejection  of  the  heart, '*'*  thus  not  only  that  an 
indirect  noninvasive  method  for  detection  of  the 
pulmonary  rejection  is  urgently  needed,  but  more 
frequent  lung  biopsies  should  be  obtained  in  the  absence 
of  such  a noninvasive  method. 

Infection 

A majority  of  the  deaths  have  been  observed  in  trans- 
planted patients  during  the  augmented  immunosup- 
pression for  acute  rejection  episodes,  due  to  Aspergillus 
and  other  grammegative  bacteria  (E.  coli,  Klebsiella  and 
Pseudomonas).  Forty  percent  of  the  patients  receiving 
cyclosporine  and  66%  of  the  patients  receiving  azathio- 
prine  died  because  of  infection.'"'  Although  a trend 
towards  fewer  bacterial,  fungal  and  protozoal  infections 
is  observed  following  the  use  of  cyclosporine,  the 
incidence  of  viral  infection,  especially  that  of  mucocu- 
taneous lesions,  is  increased. 

Reimplantation  Response 

This  is  a transient,  reversible  defect  in  the  pulmonary 
gas  exchange,  compliance  and  vascular  resistance,  which 
coincides  with  radiological  appearance  of  interstitial 
edema,  developing  within  a week  postoperatively  and 
resolving  within  28  days  without  any  specific  therapy. 
The  cause  is  unknown,  but  possible  factors  may  be 
surgical  trauma,  ischemia,  denervation,  and  lymphatic 
interruption.  It  is  important,  however,  to  differentiate 
this  syndrome  from  pulmonary  rejection  or  infec- 
tion.”’ 

Because  of  the  tendency  for  pulmonary  edema  to 
develop  during  the  first  three  weeks  post-transplantation, 
an  aggressive  diuresis  is  maintained,  with  the  aim  of 
achieving  a negative  weight  balance,  and  if  necessary, 
ultrafiltration  or  hemodialysis  may  be  used  to  remove 
excess  fluid  in  treating  any  pulmonary  insufficiency  in  the 
postoperative  period. 

Progressive  Coronary  Atherosclerosis 

This  is  an  important  cause  of  late  sudden  death, 
although  an  exact  mechanism  is  unclear  presently, 
possibly  an  immune  mediated  vascular  injury  resulting 
from  chronic  low  grade  rejection  that  injuries  the  intima 
and  endothelium,  with  subsequent  deposition  of  platelets 
followed  by  myointimal  proliferation,  hence,  there  is  a 
good  probability  of  myocardial  infarction.  Accordingly, 
antiplatelet  agents  like  dipyridamole  are  included  in  the 
postoperative  regimen.  Retransplantation  may  be  a 
possible  answer.  Possibly  cyclosporine,  by  inhibiting 
T-cell  dependent  antibody  formation,  may  reduce  the 
incidence  of  coronary  atherosclerosis,  yet  this  entity  is 
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still  seen  in  few  patients  on  cyclosporine  immunosuppres- 
sion. 

Malignant  Disease 

With  the  use  of  currently  available  regimen  of 
immunosuppression,  the  incidence  of  lymphoma  has 
been  reported  at  a rate  of  1.5%.  Epstein  Barr  virus  has 
been  implicated  in  the  pathogenesis  of  this  lympho-proli- 
ferative  disorder.  The  incidence  of  leukemia  has  been  low' 
with  cyclosporine. 

Obliterative  Bronchiolitis 

A major  cause  of  concern,  especially  because  of 
unpredictable  response  to  treatment.  The  actual  cause  of 
this  malady  is  unknown,  yet  a possible  role  of  abnormal 
mucociliary  transport,  an  inability  to  clear  foreign 
antigens,  chronic  infection,  pulmonary  rejection  and 
cyclosporine  toxicity,  have  been  implicated. 

Complications  Related  to  Cyclosporine  Use 

Hypertension:  Invariably  severe  hypertension  is  present  in 
the  immediate'^®-  postoperative  period  due  to  unknow 
mechanisms  and  may  require  a variety  of  antihypertensive 
drugs,  including  nitroprusside,  trimethaphan  and  hydra- 
lazine in  combination,  as  well  asdiuretics,  though  proper 
control  of  hypertension  may  be  difficult  by  the  use  of  any 
drugs  singly  or  in  combination. 

Renal  Dysfunction:  This  occurs  is  most  patients  with 
increasing  serum  creatinine  levels  and  decreasing  creati- 
nine clearance  gradually,  along  with  reduced  glomerular 
filtration  rate  along  with  a long  term  cyclosporine 
therapy,  thus  implicating  a role  of  cyclosporine  as  a 
tubular  cell  toxin.  Therefore,  a dose  of  18  mg/Kg/day  of 
cyclosporine  is  adequate  in  order  to  maintain  serum 
levels  between  150-250  ng/ml  along  with  daily  creatinine 
levels  for  seven  days  and  a use  of  diuretics  to  keep  hourly 
urine  output  of  a least  1 ml/Kg,  as  well  as  use  of  dopa- 
mine, in  order  to  reduce  instances  of  renal  dysfunction. 
Myocardial  fibrosis:  A clinically  insignificant,  fine  inters- 
titial fibrosis  of  the  myocardium  occurs,  similar  to  that  in 
kidneys,  within  several  weeks  of  treatment  with  cyclospo- 
rine, though  its  long  term  results  are  unknown. 
Hirsutism:  A general  increase  in  body  and  scalp  hair  that 
becomes  darker,  thickerand  wavier;  a cause  of  concern  in 
women  especially. 

Tremor:  A fine  resting  tremor  may  occasionally  be 
present  for  the  first  few  weeks  after  surgery.  It  will 
decrease  when  the  amount  of  the  drug  is  lowered. 
Hepatic  dysfunction:  Transient  elevation  of  liver  enzymes 
and  total  bilirubin  levels  may  occur  in  patients  early  after 
surgery,  though  return  to  baseline  within  2-4  weeks  is 
usually  the  rule. 

Interaction  with  Rifampin:  Rifampin  induces  increase  in 
microsomal  liver  enzymes  and  enhances  metabolic  effects 
of  prednisone,  as  well  as  enhances  the  requirement  of 
cyclosporine  doses  in  patients  receiving  Rifampin. 

Conclusions 

The  combined  heart-lung  transplantation  has  effecti- 
vely emerged  as  a therapeutic  option  for  several  terminal 


cardiopulmonary  diseases  as  described  earlier.  Most  of 
the  patients  are  on  the  verge  of  dying  since  no  effective 
therapeutic  regimen  is  usually  available.  The  develop- 
ment and  use  of  cyclosporine,  refinement  of  operative 
techniques,  and  the  use  of  percutaneous  endomyocardial 
biopsy  for  detecting  cardiac  rejection  have  encouraged 
heart-lung  transplantation  surgery,  making  it  a more 
effective  reasonable  therapeutic  option. 

An  initial  mortality  of  26%  for  combined  heart  and 
lung  transplantation  can  possibly  be  reduced  still  further 
by  a careful  selection  of  donors  and  recipients,  along 
with  further  improvements  in  the  operative  techniques 
and  postoperative  care. 

Although  presently  combined  heart-lung  transplanta- 
tion has  been  tried  clinically  in  a restricted  group  of 
patients  suffering  from  primary  pulmonary  hypertension 
or  congenital  heart  disease  with  Eisenmenger’s  Syndrome, 
numerous  other  patients  suffering  from  cystic  fibrosis, 
interstitial  pneumonitis,  chronic  obtructive  pulmonary 
disease  and  lymphangiomegomatosis,  and  other  diseases, 
may  benefit  as  well. 

Numerous  problems  have  been  faced  by  the  current 
heart-lung  transplantation  programs  at  various  centers  in 
the  United  States,  some  of  which  are  as  follows: 

Donor  Shortage:  Shortage  of  donor  organs  is  the  one 
important  limiting  factor  for  the  success  of  such  a 
program  an  not  only  an  awareness  among  the  primary 
physicians  and  family  of  donor  through  education 
programs  is  required,  but  the  legal  problems  have  to  be 
dealt  with. 

Lung  Preservation:  New  techniques  have  yet  to  be  found 
to  preserve  the  donor  heart-lung  over  24-hours  so  that  the 
distant  procurement  of  heart-lung  block  with  effective 
preservation  of  physiology  will  be  a reality  in  the  future 
for  the  success  of  heart -lung  transplantation  programs  to 
overcome  the  shortage  of  donor  organs  locally. 

Selection  of  Recipients  and  Donors:  We  need  a more  well- 
defined  systematic  program  for  the  selection  of  perfectly 
matched  donors  and  recipients.  A donor  with  heart-lungs 
in  excellent  condition  will  obviously  be  more  desirable 
since  the  pneumonic  changes  occur  very  early  in  people 
due  to  brain  death,  as  a result  of  infection,  aspiration,  or  a 
tendency  toward  neurogenic  pulmonary  edema.  The 
recipient  needs  to  be  selected  according  to  various  criteria 
as  discussed  earlier. 

Immunosuppressive  Methods:  We  still  have  a long  way  to 
¿0  in  the  development  of  ideal  immunosuppression 
without  the  potential  for  hepatorenal  toxicity  or 
malignancy.  Though  cyclosporine  has  improved  survival, 
it  is  hepatorenal  toxic  and  needs  to  be  administered  in 
reduced  dosages  in  the  patient  with  severe  congestive 
heart  failure.  In  addition,  cyclosporine  doesn’t  provide  a 
sufficient  immunosuppressive  effect  when  used  singly  and 
an  optimal  combination  therapy  has  yet  to  be  found.  Some 
centers  are  trying  cyclosporine  G,  a sister  compound,  in 
primates,  as  well  as  some  new  combinations  using  low 
does  of  cyclosporine.'*^"'’'* 

Long  Term  Complications:  Proliferative  coronary  atheros- 
clerosis and  obliterative  bronchiolitis  have  yet  to  be 
overcome  since  a specific  therapy  for  such  problems  is 
still  lacking. 
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Future  Prospects  and  Long  Term  Results 

Graft  survival  of  70%  and  50%  at  one  and  two  years, 
respectively,  with  the  demonstration  of  normal  hemo- 
dynamics, excellent  functional  improvement  and  near 
normal  gas  exchange  is  encouraging. 

The  immediate  perioperative  recovery  in  most  patients 
is  excellent  and  respiratory  function  upon  discharge  from 
the  hospital  has  been  reported  normal  or  near  normal 
along  with  unrestricted  exercise  capacity.  This  is  quite 
remarkable  especially  in  patients  with  Eisenmenger’s 
syndrome  who  are  bed-ridden  and  have  primary  pulmo- 
nary hypertension  of  great  severity. 

Though  the  initial  results  of  heart-lung  transplantation 
has  been  favorable,  the  long  term  outlook  remains  not 
completely  clear,  especially  due  to  potential  complica- 
tions such  as  lymphoma,  an  accelerated  coronary 
atherosclerosis,  bronchiolitis  obliterans,  rejection  (acute 
and  chronic),  and  a need  for  an  ideal  immunosuppres- 
sant, along  with  the  availability  of  preservation  methods 
over  24-hours  in  order  to  procure  and  harvest  the  organs 
at  a distant  city.  We  are  clearly  undergoing  a period  of 
rapid  change  in  understanding  the  various  late  sequalae 
of  heart-lung  transplantation,  as  well  as  the  recurrence  of 
pulmonary  vascular  disease  in  transplanted  lungs, 
possibly  due  to  an  immune  mediated  injury;  in  addition 
to  the  occurrence  of  pulmonary  rejection  separate  from 
cardiac  rejection,  therefore,  improvement  is  needed 
towards  noninavasive  diagnostic  methods  of  pulmonary 
rejection. 

Resumen;  Este  artículo  revisa  en  una  forma  detallada 
todas  las  indicaciones  y contraindicaciones  en  relación  al 
transplante  combinado  de  corazón-pulmón.  La  procuración 
de  órganos,  el  mantenimiento  de  ellos,  la  operación  del 
donante,  la  operación  del  recipiente,  el  cuidado  postopera- 
torio, la  imunosupresíón,  las  complicaciones  asociadas  con 
las  drogas  imunosupresoras  y en  relación  a la  operación  son 
todas  revisadas  ampliamente  en  este  trabajo.  Este  artículo 
representa  un  análisis  de  los  detalles  más  importantes  del 
transplante  combinado  de  corazón-pulmón. 


References 

1.  Demikhov  VP:  Some  essential  points  of  the  techniques  of  trans- 
plantation of  the  heart,  lungs  and  other  organs.  In:  Experimental 
Transplantation  of  Vital  Organs.  Moscow,  Medgiz  State  Press  for 
Medical  Literature  in  Moscow,  1960,  chap  2,  pp  29-48;  translated 
from  Russian  by  Basil  Haigh,  Consultants  Bureau,  New  York, 
1962. 

2.  Neptune  WB,  Cookson  BA,  Bailey  CP,et  al:  Complete  homologous 
heart  transplantation.  Arch  Sur  1953;  66:174. 

3.  Webb  WR,  Howard  HS:  Cardiopulmonary  transplantation.  Surg 
Forum  1957;  8:313,  1957. 

4.  Lower  RR,  Stofer  RC,  Hurley  EJ,  Sbumway  NE:  Complete 
homograft  replacement  of  the  heart  and  both  lungs.  Surgery 
50:842,  1961. 

5.  Grinnan  GLB,  Graham  WH,  Childs  JW,  Lower  RR:  Cardio- 
pulmonary transplantation.  J Thorac  Cardiovasc  Surg  1970; 
60:609. 

6.  Haglin  J,  Telander  RL,  Muzzall  RE,  et  al:  Comparison  of  lung 
autotransplantation  in  the  primate  and  dog.  Surg  Forum  1963; 
14:196. 


7.  Nakae  S,  Webb  WR,  Theodorides  T,  Gregg  WL:  Respiratory 
function  following  cardiopulmonary  denervation  in  dog,  cat  and 
monkey.  Surg  Gynecol  Obstet  1967;  125:1285. 

8.  Cooley  DA,  Bloodwell  RD,  Hallman  GL,  et  al:  Organ  transplanta- 
tion for  advanced  cardiopulmonary  disease.  Ann  Thorac  Surg 
1969:  8:30. 

9.  Wildevuur  CRH,  Benfield  JR:  A review  of  23  human  lung 
transplantations  by  20  surgeons.  Ann  Thorac  Surg  1970;  9:489. 

10.  Barnard  CN,  Cooper  DKC:  Clinical  transplantation  of  the  heart:  a 
review  of  1 3 years’  personal  experience.  J R Soc  Med  1981;  74:670. 

I I.  Castaneda  AR,  Zamora  R,  Schmidt-Hableman  P,  et  al:  Cardiopul- 
monary autotransplantation  in  primates  (baboons):  late  func- 
tional results.  Surgery  1972;  72:1064. 

12.  Borel  JF,  Feurer  C,  Gubler  HU,  Stahelin  H:  Biological  effects  of 
cyclosporine  A:  a new  antilymphocytic  agent.  Agents  Actions 
1976;  6:648. 

13.  Reitz  BA,  Burton  NA,  Jamieson  SW,  et  al:  Heart  and  lung  trans- 
plantation: auto-and  allotransplantation  in  primates  with  extended 
survival.  J Thorac  Cardiovasc  Surg  1980;  80:360. 

14.  Jamieson  SW,  Stinson  EB,  Oyer  PE,  et  al:  Heart-lung  transplanta- 
tion for  irreversible  pulmonary  hypertension.  Ann  Thorac  Surg 
1984;  38:554-562. 

1 5.  Jamieson  SW,  Stinson  EB,  Oyer  PE,  et  al:  Operative  technique  for 
heart-lung  transplantation.  J Thorac  Cardiovasc  Surg  1984; 
87:930-935 . 

16.  Wellens  F,  Estenne  M,  Francquen  P,  Goldstein  J,  et  al:  Combined 
heart-lung  transplantation  for  terminal  pulmonary  lymphangio- 
leiomyomatosis.  J Thorac  Cardiovasc  Surg  1985;  89:872-876. 

17.  Jamieson  SW,  Baldwin  J,  Stinson  E,et  al:  Clinical  heart-lung  trans- 
plantation. Transplantation  1984;  37:81-84. 

18.  Jamieson  SW,  Stinson  EB,  Oyer  P,  Theodore  J,  et  al:  Heart-lung 
transplantation  for  pulmonary  hypertension.  Am  J Surg  1984; 
147:740-742  . 

19.  Reitz  B,  Wallwork  J,  Hunt  S,  et  al:  Heart-lung  transplantation. 
N Engl  J Med  1982;  306:557-564. 

20.  Reitz  BA,  Pennock  JL,  Sbumway  NE,  et  al:  Simplified  operative 
method  for  heart-lung  transplantation.  J Surg  Res  1981;  31:1-5 

21.  Guerraty  AJ,  et  al:  Prolonged  preservation  of  isolated  canine 
heart.  Heart  Transplantation  1985;  1:9-11. 

22.  Miller  LW,  Jellinek  M,  Codd  JF,  Kolata  RJ:  Improved  myocardial 
preservation  by  the  control  of  oxidation  reduction  potential. 
Heart  Transplantation  1985;  4:319-324. 

23.  Morimoto  T,  Golding  LR,  Stewart  RW,  Marasaki  M,et  al:  Asimple 
method  for  extended  heart-lung  preservation  by  autoperfusion. 
Trans  Am  Soc  Artif  Intern  Organs  1984;  30:320-323. 

24.  Walpoth  BH,  Jamieson  SW,  Cohen  DL,  et  al:  Results  of  heart-lung 
preservation  for  transplantation.  Transplant  Proceed  1984; 
16:1255-1258. 

25.  Feeley  TW,  Mihm  FG,  Dowing  TP,  et  al:  The  effect  of  hypothermic 
preservation  of  the  heart  and  lung  on  cardiorespiratory  function 
following  canine  heart-lung  transplantation.  Ann  Thorac  Surg 
1985;  39:558-562. 

26.  Ladowski  JS,  Kapelanski  DP,  Teodon  MF,  et  al:  Use  of  autoperfu- 
sion for  distant  procurement  of  heart-lung  allografts.  Heart 
Transplantation  1985;  9:330-333. 

27.  Wicomb  WN,  Cooper  DKC,  Novitzky  D,  Barnard  CN,  et  al:  Cardiac 
transplantation  following  storage  of  donor  heart  by  a portable 
hypothermic  perfusion  system.  Ann  Thorac  Surg  1984;  37:243-248. 

28.  Kaye  MP,  Tago  M,  Subramanian  R:  Prolonged  preservation  of 
myocardium.  Heart  Transplantation  1985;  1:12-17. 

29.  Breda  MA,  Hall  TS,  Stuart  RS,  Baumgarther  WA:  Twenty-four 
hour  lung  preservation  by  hypothermia  and  leukocyte  depletion. 
Heart  Transplantation,  1985;  4:325-329. 

30.  Veith  FJ,  Kamholz  SL,  Mollenkopf  FP,  et  al:  Lung  transplantation, 
1983  - A review.  Transplantation  1983;  35:271-278. 

31.  Mancini  MC,  Griffith  BP,  Borovetz  HS,  et  al:  Static  lung  preserva- 
tion. Curr  Surg  1985;  42:23-25. 

32.  Veith  FJ:  Lung  transplantation.  Transplantation  1985;  1:527-535 

33.  Toledo-Pereyra  LH,  Hau  T,  Simmons  RL,  et  al:  Lung  pre.servation 
techniques.  Ann  Thorac  Surg  1977;  23:487-494. 

34.  Hardesty  RL,  Griffith  BP,  et  al:  Procurement  for  combined  heart- 
lung  transplantation.  J Thorac  Cardiovasc  Surg  1985;  89:795-799. 

35.  Reitz  BA,  Grandiani  Vincent  A,  Hunt  SA,  et  al:  Diagnosis  and 
treatment  of  allograft  rejection  in  heart-lung  recipients.  J Thorac 
Cardiovasc  Surg  1983;  85:354-361. 


345 


C'lmihiiu'tl  I leal  hi  iiiií;  Ihiiniilaiilaniiir. 


Bol.  Asoc.  Med.  P.  Rico  - Agosto  1986 


36.  Dawkins  KD,  Haverich,  Derby  GC,  Scott  WC,  Reitz  BA,  et  al: 
Long-term  hemodynamics  following  combined  heart  and  lung 
transplantation  in  primates.  J Thorac  Cardiovasc  Surg  1985; 
89:55-62. 

37.  Dawkins  KD,  Jamieson  SW,  Hunt  S,  Baldwin  J,  et  al:  Long  term 
results,  hemodynamics  and  complications  after  combined  heart- 
lung  transplantation.  Circulation  1985;  71:919-926. 

38.  Downing  TP,  Sadeghi  AM,  Baumgarther  WA,  etal:  Acute  physiolo- 
gical changes  following  heart-lung  allotransplantation  in  dogs. 
Ann  Thorac  Surg  1986;  37:479-483. 

39.  Theodore  .1,  Burke  C,  Stinson  K,  Henan  J,  et  al:  Physiological 
aspects  of  human  heart-lung  transplantation.  Chest  1984; 
86:349-357. 

40.  Modsy  DL,  Oyer  PE,  Jamieson  -SW,  et  al:  Cyclosporine  in  heart 
and  heart-lung  transplantation.  Canadian  J Surg  1985;  28:274-277. 

41.  Copeland  JG,  Mammana  RB,  Fuller  J,  et  al:  4 years  experience  with 
conventional  immunosuppression.  JAMA  1984;  251:1563-1566. 

42.  Griffith  BP,  Hardesty  RL,  Bahnson  HT:  Powerful  but  limited 
immunosuppression  for  cardiac  transplantation  with  cyclosporins 
and  low-dose  steroid.  J Thorac  Cardiovasc  Surg  1984;  87:35-42. 

43.  Roetz  BA,  Burton  NA,  Jamieson  JW,  et  al:  Heart  and  lung  trans- 
plantation: Autotransplantation  and  allotransplantation  in  pri- 
mates with  extended  survival.  J Thorac  Cardiovasc  Surg  1980; 
80:360-372. 

44.  Caves  PK,  Stinson  SB,  Billingham  ME,  Rider  AK:  Diagnosis  of 
human  cardiac  allograft  rejection  by  renal  cardiac  biopsy. 
J Thorac  Cardiovasc  Surg  1973;  66:461-466. 


SE  ALQUILA  OFICINA  PARA  MEDICOS 

Se  alquila  oficina  para  médicos 
con  permiso  de  uso 
Edificio  de  una  planta  en  calle 
Fernando  Montilla  No.  397, 
esquina  Sergio  Cuevas  Bustamante, 
Urbanización  Parque  Central,  Hato  Rey,  P.R. 
Cerca  del  Hospital  del  Maestro 
Frente  a puesto  de  gasolina  Chevron. 

Area  de  1,900  P.C.  aproximadamente. 

Para  mas  información  llame  al 
Sr.  Delio  A.  Cacho 
Teléfonos; 

765-9144  Residencia  - 754-8787  Oficina 


ASOCIACION  PUERTORRIQUEÑA  DEL  CORAZON 

SESION 

CIENTinCA 

ANUAL 

CARDI986 

10,  11, 12  DE  OCTUBRE  DE  1986 
CARIBE  HILTON 
RESUMEN  DE  PONENCIAS 
(CALL  FOR  ABSTRACTS) 

El  Comité  del  Programa  Científico  invito  o enviar 
abstractos  de  trabajos  originales  para 
considerarse  para  presentación  durante  la 
sesión  científica  que  se  efectuará  los  días  1 0. 1 1 . 1 2 
de  octubre  de  1986,  como  parte  de  la 
Asamblea  Anual  de  la  Asociación  Puertorriqueña 
del  Corazón. 

Para  más  información  escriba  a: 

Presidente,  Comité  Científico 
Asociación  Puertorriqueña  del  Corazón 
Calle  Cabo  Alverio  "554 
Hato  Rey,  Puerto  Rico  0091 8 
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A successful  bank 
is  an  essential  partner 
in  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequoi  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 
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Psudomonas  Pseudomallei 
(Melioidosis):  Acute  Septicemia  and 
Meningitis  in  Patient  with  Systemic 
Lupus  Erythematous 

Bernard  Christenson-Bravo,  MD 
Julie  E.  Rodrigue/.  Mi) 
Guillermo  Vázquez,  Ml) 
Carlos  H.  Ramirez  Ronda,  Ml) 


Abstract:  A case  of  acute  septicemia  with  meningitis 

secondary  to  Pseudomonas  pseudomallei  in  a Puerto  Rican 
femaie  with  systemic  lupus  erythematosus  is  presented. 

This  is  the  first  case  reported  in  the  literature  of 
autochtonous  melioidosis  in  Puerto  Rico. 

In  vitro  susceptibility  testing  suggest  that  bactericidal 
third  generation  cephalosporins  might  be  effective  in  the 
treatment  of  septicemic  melioidosis. 

Melioidosis,  which  is  usually  found  in  endemic  areas 
such  as  Southeast  Asia  and  Northern  Australia,  has 
not  been  previously  documented  in  Puerto  Rico.' 
Pseudomonas  pseudomallei  meningitis  is  a late  manifesta- 
tion of  septicemic  melioidosis  which  most  commonly 
presents  as  an  acute  pulmonary  infection.^  We  presents  a 
case  of  Puerto  Rican  female  with  systemic  lupus 
erythematosus  who  developed  acute  septicemia  with 
meningitis  secondary  to  melioidosis  without  clinical  or 
radiological  evidence  of  pneumonia  while  on  corticos- 
teroids maintenance  therapy. 

Case  Report 

A 62  years  old  Puerto  Rican  woman  developed 
polyarthalgias  and  generalized  bullous  skin  lesions 
involving  the  oral  mucosa  in  February  1970.  A positive 
antinuclear  antibody,  skin  biopsies  and  anti-DNA 
confirmed  the  diagnosis  of  bullous  systemic  lupus 
erythematosus.  The  patient  was  treated  with  corticoste- 
roids, hydroxychloroquine  and  analgesics  with  marked 


From  the  Infectious  Diseases  Program.  University  of  Puerto  Rico 
School  of  Medicine  and  VA  Medical  Center.  San  .fuan.  Puerto  Rico. 
Presented  in  part  in  American  Society  of  Tropical  Medicine  and  Hygiene 
33rd  Annual  Meeting.  Baltimore.  Maryland.  December  2-6.  I9H4. 

Requests  from:  Carlos  H.  Ramirez  Ronda.  MD.  Infectious  Disease 
Program  (15 1).  VA  Medical  Center.  San  ./uan.  Puerto  Rico  00936 


improvement.  Besides  steroid-induced  diabetes  mellitus 
she  had  hepatomegaly  and  abnormal  liver  function  tests 
since  1970  in  which  a liver  scan  confirmed  an  enlarged 
liver  with  patchy  areas  of  uptake.  Although  there  as  no 
past  history  of  alcohol  intake,  blood  transfusions  or  viral 
hepatitis,  a liver  biopsy  performed  in  August  1971  was 
interpretated  as  liver  cirrhosis,  Laennec  type. 

In  August  1973  the  patient  had  a Bareup  of  her 
cutaneous  lesions  along  with  central  nervous  systems 
involvement  characterized  by  psychosis.  The  patient 
responded  well  to  high  dose  corticosteroids  with 
resolution  of  the  skin  lesions  and  mental  changes. 
Corticosteroids  were  gradually  tapered  down  and  the 
patient  continued  fairly  asymptomatic  with  a 
maintanance  dose  of  prednisone  15  mg  daily  and 
indomethacin  25  mg  twice  a day. 

In  May  1982  she  presented  to  our  University  Hospital 
with  an  one  week  history  of  fever,  chills,  generalized 
weakness,  malaise  and  bony  pains.  The  patient  continued 
symptomatic  until  the  day  prior  to  admission  when  she 
developed  mental  changes  characterized  by  hallucinations, 
incoherent  ideas  and  bizarre  behavior  along  with  a severe 
frontal  headache.  There  was  history  of  chronic  nonpro- 
ductive cough.  There  was  no  history  of  foreign  travel  by 
herself,  family  members  or  close  friends  nor  of  gardening 
as  a hobby. 

Upon  physical  examination  pertinent  findings  revealed 
a Cushingoid  and  mildly  dehydrated  female  with  an  oral 
temperature  of  40°C,  lungs  were  clear  to  auscultation, 
tachycardiac  without  murmurs,  along  with  smooth 
hepatomegaly  4 cm  below  the  right  costal  margin. 
Neurological  examination  did  not  reveal  any  neck 
rigidity,  papilledema.  Kerning  or  Brudzinski  reflexes,  yet 
the  patient  was  markedly  disoriented  in  time  and  space. 
No  bullae  or  rash  were  present.  The  chest  X-ray  did  not 
reveal  any  pulmonary  infiltrates.  Laboratory  data 
revealed  a leukocyte  count  of  12.900  cells  with  marked 
shift  to  the  left  with  34  bands  forms  and  a platelet  count  ot 
64,000  mm.’ 
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The  patient  had  an  increased  fasting  blood  sugar  of 
385  mg%  and  liver  function  tests  revealed  an  increased 
asparate  aminotransferase  of  135  U/L  and  alkaline 
phosphatase  236  U/L.  Spinal  tap  was  performed  and  a 
turbid  spinal  fluid  was  obtained;  cell  count  showed  1000 
WBCS  with  a differential  count  of  70%  polys  and  30% 
monocytes  along  with  26  RBCs.  Spinal  fluid  chemistry 
revealed  a glucose  of  57  mg%,  protein  95  mg%  and  India 
ink  smear  was  negative.  Gram  stain  of  the  spinal  fluid 
was  initially  interpreted  as  negative  for  bacteria. 
Empirically,  the  patient  had  been  started  on  aqueous 
penicillin  and  chlorampphenicol  however,  she  deterio- 
rated rapidly,  becoming  hypotensive  and  hypoglycemic. 
The  spinal  fluid  gram  stain  was  reviewed  and  few  gram 
negative  short  pleomorphic  bacilli  were  seen.  Moxalactam 
and  amikacin  were  given  instead,  but  patient  died  less 
than  48  hours  after  admission.  Autopsy  was  not  granted. 
Postmortem,  gram  negative  bacilli  were  cultured  from 
blood  and  spinal  fluid  and  identified  by  the  Puerto  Rico 
Medical  Center  Laboratory  and  later  confirmed  by  the 
Center  for  Di.sease  Control,  Atlanta  Georgia,  2ls,  Pseudo- 
monas pseudomallei. 

In  vitro  susceptibility  testing  was  performed  by  the 
Antimicrobic  Investigation  Unit  at  CDC  and  summarized 
in  table  1 as  the  minimal  inhibitory  concentration 
(micrograms  per  milliliter)  for  selected  antibiotics  to 
Pseudomonas  pseudomallei. 

TABLE  I 


Minimal  Inhibitory  Concentrations  (LIG/ML)  for  Selected 
Antibiotics  to  Pseudomonas  Pseudomallei 


Antibiotic 

MIC  (UG/ML) 

Imipenem 

0.25 

Piperacillin 

1.0 

Ceftazidime 

2.0 

Doxycycline 

2.0 

Ceftriaxone 

4.0 

Azlocillin 

4.0 

Tetracyclin 

8.0 

Tobramycin 

8.0 

Moxalactam 

16.0 

Chloramphenicol 

16.0 

Sulfa/Trimethoprim 

38.2 

Amikacin 

32.0 

Comments 

Melioidosis  has  been  known  as  an  endemic  infection  in 
animimals  and  humans  in  those  areas  between  latitude  20 
degrees  south  of  the  Equator,  such  as  Southeast  Asia  and 
Northern  Australia  in  the  western  hemisphere.  Infections 
caused  by  P.seudomonas  p.seudomalleihave  been  described 
only  rarely  in  Panama,  Ecuador,  Brasil,  Peru,  Hawaii 
and  possible  indigenous  cases  in  Oklahoma  and 
Georgia.'’  ^ 

Except  for  Haiti,  It  has  not  been  previously  reported  in 
the  West  Indies  or  Puerto  Rico.  Most  of  the  cases 
reported  in  the  United  States  are  imported  from  those 
military  personnel  exposed  during  the  Vietnam  conflict. “ 


Psudomonas  pseudomallei  is  a natural  saprohyte  which  is 
acquired  directly  from  soil  and  surface  water,  either 
through  skin  abrasions  or  wounds  or  by  ingestion. 
Pulmonary  inhalation  has  also  been  suggested.  Predis- 
posing factors  are  alcoholism,  diabetes,  chronic  renal 
and  liver  disease.  Drug  addiction  or  severe  thermal  injury 
may  contribute  to  the  development  of  acute  melioidosis.^ 

Infections  caused  by  Pseudomonas  pseudomallei  hdLWC  a 
wide  range  of  presentation  varying  from  subclinical  to 
chronic.  The  acute  from  of  the  disease,  as  in  our  case,  is 
usuallly  fulminant  and  begins  as  a pneumonic  process  or 
septicemia  resulting  in  multiple  metastatic  abscesses  in 
virtually  any  organ  system.  The  chronic  form  usually 
involves  the  lung,  mimicking  tuberculosis  and  may  cause 
a localized  suppurative  infection  involving  skin,  lymph 
nodes,  joints,  liver,  spleen,  myocardium,  kidneys  or 
prostate.^ 

The  portal  of  entry  for  this  organism  in  our  patient  is 
unclear;  mucosal  skin  colonization  with  subsequent 
invasion  resulting  in  bacteremia,  sepsis  and  meningitis  in 
a immunocompromised  patient  on  corticosteroids  and 
with  chronic  liver  disease  has  been  considered. 

Antibiotic  therapy  of  melioidosis  is  complicated  and 
difficult  due  to  the  lack  of  correlation  between  the  clinical 
response  and  in  vitro  susceptibilities,  the  propensity  of 
the  organism  to  form  tissue  abscesses,  the  tendency  of 
recrudescense  despite  optimal  therapy,  and  the  prolonged 
duration  of  antibiotics  required  to  eradicate  the  infec- 
tion.^ 

Since  a high  index  of  clinical  suspicion  is  required  in 
the  treatment  of  septicemic  melioidosis,  the  current 
empiric  antimicrobial  treatment  with  a first  or  second 
generation  cephalosporin  and  aminoglycoside  is  generally 
uneffective.  Alternative  antimicrobial  agents  such  the 
third  generation  cephalosporin  may  be  more  effective 
than  those  bacteriostatic  agents  such  as  chloramphenicol 
and  tetracycline  due  to  the  appearance  of  resistance  and 
the  potencial  risk  of  sepsis  associated  with  these  anti- 
biotics.’ 

Although  trimethoprim-sulfa,  tetracycline  and  chlo- 
ramphenicol have  been  recommended  for  the  treatment 
of  melioidosis,  newer  agents  such  as  the  third  generation 
cephalosporins,  monolactams  or  quinolone  derivatives 
either  alone  or  in  combination  with  other  antimicrobial 
agents  appear  promising.*’  However,  further  in  vitro 
and  in  vivo  studies  are  needed. 

Review  of  local  data  demostrates  that  this  in  the  first 
reported  case  of  autochtonous  melioidosis  in  Puerto  Rico 
and  points  out  to  the  indigenicity  of  the  organism. 
Further  clinical  and  epidemiological  studies  are  under- 
way to  determine  its  relevance  to  man  and  domestic 
animals  on  the  island. 

Resumen:  Se  presenta  un  caso  de  meningitis  secundario 

a melioidosis  (Pseudomonas  pseudomallei)  con  septicemia 
en  una  mujer  puertorriqueña  con  lupus  eritematoso 
sistémico. 

Este  es  el  primer  caso  de  melioidosis  autóctono  de  Puerto 
Rico  que  se  presenta  en  la  literatura. 

La  susceptibilidad  "in  vitro'  sugiere  que  las  cefalos- 
porinas  de  tercera  generación  pueden  ser  efectivas  en  el 
tratamiento  de  septicemia  por  melioidosis. 
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PRACTICE  AVAILABLE 

Looking  to  share  expenses, 
fully  equipped  office,  available  at  Ave.  Central 
for  AM  working  hours.  Call 

CENTRO  CLINICO  PEDIATRICO  Y 
MEDICINA  DE  FAMILIA 

PHONE  782-0745 
M-F  1-7  pm;  S 9-3  pm 


PEDIATRICS,  PGY-2  POSITION  AVAILABLE. 

Requisites:  fluency  in  Spanish,  U.S.  citizenship, 
and  Puerto  Rico  licence  or  equivalent,  ECFMG. 
Contact  Dr.  Bourdony  809  - 765-7618 
or  write  San  Juan  City  Hospital 
Department  of  Pediatrics, 

P.O.  Box  BR,  Rio  Piedras,  Puerto  Rico  00928. 


Read  this 

like  your  life  depends  on  it. 


Breast  cancer  found  early  and  your  period,  when  breasts  are  nor- 
treated  promptly  has  an  excellent  mal,  practise  this  self-exam.  Ask 
chance  for  cure.  About  a week  after  your  doctor  to  teach  you  this  method: 


1.  In  bath  or  shower. 

Fingers  flat,  move  op- 
posite hand  gently  over 
each  breast.  Check  for 
lumps,  hard  knots, 
thickening. 


AAAERKAN 
.OVNCER 
f SOCIETY® 


2.  In  front  of  a mirror. 

Observe  breasts.  Arms 
at  sides.  Raise  arms 
high  overhead.  Any 
change  in  nipples,  con- 
tours, swelling,  dim- 
pling of  skin?  Palms  on 
hips:  press  down 
firmly  to  flex  chest 
muscles.  Breasts  do  not 
usually  match. 


3.  Lying  down. 

Pillow  under  right 
shoulder,  right  hand 
behind  head.  Left  hand 
fingers  flat,  press 
gently  in  small  circular 
motions  starting  at 
12  o’clock.  Make  about 
three  circles  moving 
closer  to  and  including 
nipple.  Reverse  and 
repeat  on  left. 
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Catapres-TTS  1,2,3 

(cl0nidin6)/lransdermal  Therapeutic  %stem 


Klypertension 


Programmed  delivery  in  vivo 
of  0.1, 0.2  or  0.3  mg  clonidine  per  day, 
for  orre  week 


Actual  patch  sizes 


-i  QQ  High  Patient  Satisfaction 
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**Almost  80% 
of  patients 
were  either 
satisfied 
or  highly 
satisfied  with 
C atapres-TTS^ 
treatment. 


Please  see  brief  summary  of  prescribing  information  on  last  page,  including  contraindications,  precautions,  and  adverse  reactions. 
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Superior  Patient  Compliance 


Catapres-TTS®  vs.  prior 

oral  antihypertensive 
Compliance  therapy 

better 
(N  = 1425) 

70.3% 

Compliance 

same 

- 

(N  = 480) 
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Proven  Effectiveness 


BP  controlled 

Yes  at  follow-up* 

(N  = 459) 

79.1% 

No 

(N  = 121) 

20.9% 

. .over  70%  of  physicians 
associated  [Catapres-TTSf 
with  superior  treatment 
compliance..”^ 


^^...approximately  80%  were 
reported  as^c^trolled  on 

Catapres-TTS  therapy.^^ 

:/ 
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* Based  on  580  patients  with  at  least  one  week  drug-free  period  prior  to  beginning  of  study  with  diastolic 
baseline  between  90-104  mm  Hg.‘ 
t25%  of  patients  were  on  concomitant  diuretic  therapy. 


For  mild'to-mcxlerate  hypertension 


The  New  Hypertensive 
The  Active  Hypertensive 
The  Elderly  Hypertensive 
The  Noncompliant  Hypertensive 


Please  see  brief  suriiinar>’  of  prescribinf»  infonnarion  on  last  pa^e,  includinf»  contraindications,  precautions,  and  adverse  reactii'ns. 


ng/ml  ± S.E.M. 


Catapres-TTS  1,2,3 

(clonidine)/ Iransdermal  Therapeutic  S/stem 


Hypertension 

Programmed  delivery  in  vivo 
of  0.1, 0.2  or  0.3  mg  clonidine  per  day, 
for  one  week 


Continuous  therapeutic  blood  levels 


■ Steady^state  blood  levels  are  achieved  by  day  3 
and  remain  constant  throughout  therapy. 

■ Sustained  plasma  concentrations  lessen  the 
severity  and  incidence  of  systemic  side  effects 
associated  with  transient  peaks  of  oral  therapy. 

Most  common  side  effects  are  dry  mtiuth  and  drowsiness,  which  tend  to  diminish  with  time,  and  mild 
erythema  and  pruritus  associated  with  7'day  skin  occlusion. 

After  a mean  duration  of  treatment  of  24  weeks,  contact  dennatitis  was  observed  in  16%  of  patients. 
This  condition  resolved  upon  discontinuation  of  therapy.j. 


Programmed  delivery  in  vivo 
of  0.1, 0.2  or  0.3  mg  clonidine  per  day, 
for  one  week 


i^)  hi  M 
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Effective  therapy  week  after  week 


Brief  Summary  of  Prescribing  Information 


In  a 3-inonth,  multiclinic  trial  of  Catapres-TTS®  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 


Contraindications:  Catapres-TTS®  (clonidine)  should  not  be  used  in  patients  with  known 
hypersensitivity  to  clonidine  or  to  any  other  component  of  the  adhesive  layer  of  the  therapeutic 
system 

Precautions:  General:  In  patients  who  have  developed  localized  contact  sensitization  to 
Catapres-TTS®  (clonidine).  substitution  of  oral  clonidine  hydrochloride  therapy  may  be  asso- 
ciated with  development  of  a generalized  skin  rash 

In  patients  who  develop  an  allergic  reaction  to  Catapres-TTS®  that  extends  beyond  the  local 
patch  site  (such  as  generalized  skin  rash,  urticaria,  or  angioedema)  oral  clonidine  hydrochlo- 
ride substitution  may  elicit  a similar  reaction 

As  with  all  antihypertensive  therapy,  Catapres-TTS®  should  be  used  with  caution  in  patients 
with  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  disease,  or 
chronic  renal  failure 


Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients  Twenty- 
six  patients  experienced  localized  erythema  This  eryihema  and  pruritus  were  more  common 
in  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period  Allergic  contact 
sensitization  to  Catapres-TTS®  was  observed  in  5 patients. 

In  additional  clinical  experience,  contact  dermatitis  was  observed  in  100  of  631  patients 
(about  16  in  100)  treated  for  a mean  duration  of  24  weeks. 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in  the 
multiclinic  trial  with  Catapres-TTS® 

Gastrointestinal:  Constipation  (1  patient);  nausea  (1);  and  change  in  taste  (1). 

Central  Nervous  System:  Fatigue  (6  patients):  headache  (5);  lethargy  (3),  sedation  (3), 
insomnia  (2);  dizziness  (2);  and  nervousness  (1) 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients) 


Withdrawal:  Patients  should  be  instructed  not  to  discontiiiue  therapy  without  consulting  their 
physician  Sudden  cessation  of  clonidine  treatment  has  resulted  in  subjective  symptoms  such 
as  nervousness,  headache  and  sweating,  accompanied  or  followed  by  a rapid  rise  in  blood 
pressure  and  elevated  catecholamine  concentrations  in  the  plasma,  but  such  occurrences 
have  usually  been  associated  with  previous  administration  of  high  oral  doses  (exceeding 
12  mg/day)  and/or  with  continuation  of  concomitant  beta-blocker  therapy  Rare  instances 
of  hypertensive  encephalopathy  and  death  have  been  reported 

An  excessive  rise  in  blood  pressure  following  Catapres-TTS®  discontinuance  can  be  reversed 
by  administration  of  oral  clonidine  or  by  intravenous  phentolamine  If  therapy  is  to  be  discon- 
tinued in  patients  receiving  beta-blockers  and  clonidine  concurrently,  beta-blockers  should 
be  discontinued  several  days  before  cessation  of  Catapres-TTS®  administration 
Perioperative  Use:  As  with  oral  clonidine  therapy,  Catapres-TTS®  therapy  should  not  be 
interrupted  during  the  surgical  period  Blood  pressure  should  be  carefully  monitored  during 
surgery  and  additional  measures  to  control  blood  pressure  should  be  available  if  required 
Physicians  considering  starting  Catapres-TTS®  therapy  during  the  perioperative  period  must 
be  aware  that  therapeutic  plasma  clonidine  levels  are  not  achieved  until  2 to  3 days  after  initial 
application  of  Catapres-TTS® 


Dermatological:  Localized  vesiculation  (7  patients);  hyperpigmentation  (5).  edema  (3); 
excoriation  (3).  burning  (3):  papules  (1);  throbbing  (1):  blanching  (1),  and  generalized  macular 
rash  (1), 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reactions 
have  occurred,  where  a causal  relationship  to  Catapres-TTS®  was  not  established  maculo- 
papular  skin  rash  (10  cases);  urticaria  (2  cases),  angioedema  involving  the  face  (2  cases),  one 
of  which  also  involved  the  tongue 
Oro-otolaryngeal:  Dry  throat  (2  patients). 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%).  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  frequently 
Gastrointestinal:  Nausea  and  vomiting,  about  5 in  100  patients;  anorexia  and  malaise,  each 
about  1 in  100:  mild  transient  abnormalities  in  liver  function  tests,  about  1 in  100;  parotitis, 
rarefy 

Metabolic:  Weight  gam,  about  1 in  100  patients;  gynecomastia,  about  1 in  1000,  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokinase.  rarely 


Information  lor  Patients:  Patients  who  éngage  in  potentially  hazardous  activities,  such  as 
operating  machinery  or  driving,  should  be  advised  of  a potential  sedative  effect  of  clonidine 
Patients  should  be  cautioned  against  interruption  of  Catapres-TTS®  therapy  without  a physi- 
cian's advice  Patients  should  be  advised  that  if  the  system  begins  to  loosen  from  the  skin  after 
application,  the  adhesive  overlay  should  be  applied  directly  over  the  system  to  ensure  good 
adhesion  over  its  7-day  lifetime  Instructions  for  using  the  system  are  provided  Patients  who 
develop  moderate  or  severe  erythema  and/or  localized 
vesicle  formation  at  the  site  of  application,  or  a generalized 
skin  rash,  should  consult  their  physician  promptly  about 
the  possible  need  to  remove  the  patch 
Drug  Interactions:  If  a patient  receiving  clonidine  is  also 
taking  tricyclic  antidepressants,  the  effect  of  clonidine  may 
be  reduced,  thus  necessitating  an  increase  in  dosage. 

Clonidine  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  or  other  sedatives  Amitriptyline  in 
combination  with  clonidine  enhances  the  manifestation  of 
corneal  lesions  in  rats 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

In  a 132-week  oral  carcinogenicity  study  in  rats, 
clonidine  hydrochloride  produced  no  carcinogenic  effects 
at  doses  up  to  300  times  the  maximum  recommended 
human  dose  of  Catapres-TTS®  on  a mg/kg  weight  basis 
Pregnancy:  Teratogenic  Effects.  Pregnancy  Category  C. 

Reproduction  studies  performed  in  rabbits  at  doses  up  to 
3 1 times  the  maximum  recommended  daily  human  dose 
of  Catapres-TTS®  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  clonidine  hydrochloride 
Studies  in  rats  and  mice  revealed  that  doses  of  500  meg/ 
kg/day  and  higher  are  embryotoxic  One  rat  study  at 
doses  of  15  meg/kg/day  (0  33  times  the  maximum  recom- 
mended daily  human  dose)  exhibited  embryotoxicity 
There  are  no  adequate  and  well-controlled  studies  in  preg- 
nant women  Although  animal  reproduction  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk, 
caution  should  be  exercised  when  Catapres-TTS®  (cloni- 
dine) IS  administrad  to  a nursing  woman 
Pediatric  Use:  Safety  and  effectiveness  in  children  below 
the  age  of  12  have  not  been  established 
Adverse  Reactions:  Most  systemic  adverse  effects  dur- 
ing therapy  with  Catapres-TTS®  (clonidine)  have  been 
mild  and  have  tended  to  diminish  with  continued  therapy. 


Central  Nervous  System:  Nervousness  and  agitation,  about  3 in  100  patients,  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 in  100  patients;  palpitations  and  tachycar- 
dia, and  bradycardia,  each  about  5 in  1000  Raynaud's  phenomenon,  congestive  heart  failure, 
and  electrocardiographic  abnormalities  (i  e conduction 
disturbances  and  arrhythmias)  have  been  reported  rarely 
Dermatological:  Rash,  about  1 in  100  patients,  pruritus, 
about  7 in  1000;  hives,  angioneurotic  edema  and  urticaria, 
about  5 in  1000;  alopecia,  about  2 in  1000 
Genitourinary:  Decreased  sexual  activity,  impotence  and 
loss  of  libido,  about  3 in  100  patients;  nocturia,  about  1 in 
100;  difficulty  in  micturition,  about  2 in  1000;  urinary  reten- 
tion. about  1 in  1000 

Other:  Weakness,  about  10  in  100  patients,  fatigue,  about 
4 in  100,  headache,  and  discontinuation  syndrome,  each 
about  1 in  100,  muscle  or  joint  pain,  about  6 in  1000  and 
cramps  of  the  lower  limbs,  about  3 in  1000  Dryness,  burn- 
ing of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  weakly 
positive  Coombs'  test,  increased  sensitivity  to  alcohol  and 
fever  have  been  reported 

How  Supplied:  Catapres-TTS®-1  (clonidine).  Catapres- 
TTS®-2  (clonidine)  or  Catapres-TTS®-3  (clonidine)  is  sup- 
plied as  4 pouched  systems  and  4 adhesive  overlays  per 
carton, 

Catapres-TTS®-1  or  Catapres-TTS®-2  is  supplied  in  a ship- 
per of  3 cartons 

Consult  package  insert  before  prescribing 
CT-BPI-6/85 
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DIPHALLUS 


Juan  R.  Iturregui-Pagan,  MD,  FACS,  FAAP 


Duplication  of  the  male  phallus  is  an  extremely  rare 
anomaly  of  the  genital  organs  occuring  once  in  5.5 
million  births  in  the  U.S.A.'’  ^ In  1609  Wecker  found  a 

case  in  a cadaver  at  Bologne  and  reported  it  on  his  “Z)e 
partibus  genitalibus" . By  1973  about  100  cases  where 
reported  in  the  literature.^  Since  then,  only  one  more  case 
has  been  reported  in  the  English  literature.^ 

The  case  herein  reported  is  of  the  milder  form  of  bifid 
penis;  involving  only  the  glans  penis  and  without  other 
identifiable  associated  anomalies. 

Case  Report 

A two  years  old  boy  was  seen  at  the  Urology  Clinic 
with  bifid  glans  (Fig.  1).  The  physical  examination  and 
intravenous  pyelogram  failed  to  show  any  other  anomalies 
including  the  upper  tracts.  The  voiding  cystourethrogram 
and  urethroscopy  demonstrated  a single  urethra  without 
any  opening  into  the  accesory  glans.  The  boy  underwent 
surgical  excision  of  his  accesory  glans  with  excellent 
cosmetic  results. 


Discussion 

Duplication  of  the  penis  has  been  classified  in  different 
groups.  One  of  the  simpler  forms  of  classification  is  the 
following: 

1.  Bifid  penis:  It  is  characterized  by  the  division  of  a 
single  phallus  by  a longitudinal  cleft  due  to  a failure  in 
fusion  of  the  genital  tubercle.  The  cleft  may  only  divide 
the  glans  (as  in  the  case  herein  reported)  or  involve  up  to 
the  entire  penis.  In  the  latter,  the  urethra  usually  opensat 
the  proximal  end  of  the  cleft.  According  to  Aleem,  its 
reconstruction  is  two  staged;  the  first,  suturing  the 
corporae  together  and  the  second  a urethroplasty.^ 

2-  True  diphallia:  Is  the  development  of  two  complete 
organs.  This  form  can  be  associated  more  frequently  than 
the  first  with  other  anomalies  such  as:  duplication  of 
other  genitourinary  organs,’  epispadias,  separation  of 
the  symphysis  pubis,  and  other  anomalies  of  the  spine 
and  bowel.  A possible  embryologic  explanation  is  an 
aborted  attempt  of  twining.  Its  reconstruction  is  more 
complicated  than  for  a bifid  penis. 

3-  Accesory  or  ectopic  penis:  This  is  the  simplest  form 
of  this  anomaly  and  usually  can  be  easily  corrected. 


Figure  1.  Phallus  of  the  case  reported 
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CASES  IN  PULMONOLOGY 


Congenital  Cystic  Adenomatoid 
Malformation  of  the  Lung 


Leonardo  I.  Valentin,  MD* 
Enrique  Márquez,  MD,  FACS* 
Renato  Rivera,  MD** 
José  E.  Sifontes,  MD** 


Abstract:  Congenital  cystic  adenomatoid  malforma- 

tion (CCAM)  is  an  uncommon  pulmonary  anomaly  that 
should  be  considered  in  the  differential  diagnosis  of  a 
neonate  with  respiratory  distress  and  cystic-like  lesions  in  the 
chest  roentgenogram.  After  diagnosis  is  done,  definite 
treatment  is  a surgical.  We  present  the  case  of  a newborn 
female  in  whom  CCAM  was  identified  in  the  left  lung. 
Considering  the  possibility  of  right  lung  hypoplasia,  a left 
lower  lobectomy  was  performed  initially  with  cystectomy  in 
the  left  upper  lobe  (LUL).  The  patient  did  not  make  a 
complete  recovery  because  of  residual  disease  in  the  left 
upper  lobe.  A left  upper  lobe  lobectomy  was  performed, 
thereafter,  she  recovered  completely. 

We  conclude  that,  after  assessing  the  function  of  the  con- 
tralateral lung,  all  the  involved  pulmonary  tissue  should  be 
excised,  even  when  at  surgery  involvement  of  a lobe 
appears  to  minimal. 

Congenital  cystic  adenomatoid  malformation  is  an 
uncommon  pulmonary  anomaly  that  should  be 
included  in  the  differential  diagnosis  of  a newborn  with 
respiratory  distress  and  cystic-like  lesions  in  the  chest  roent- 
genogram, along  with  other  more  common  conditions 
like  .Bochdalek’s  hernias,  congenital  lung  cysts,  conge- 
nital lobar  emphysema  and  pulmonary  sequestration. ' In 
each  case,  although,  the  anomalies  differ  from  each 
other,  the  pathophysiologic  derangement  is  essentially 
the  same:  anomalous  or  aplastic  lung  tissue  in  one  hemi- 
thorax  and  hypoplastic  pulmonary  tissue  in  the 
contralateral  one.  This  hypoplasia  is  secondary  to 
compression  of  the  “normal  lung”  by  the  mediastinal 
structures  shifted  toward  that  side  by  the  abnormal  tissue 
(or  abnormally  placed)  in  the  affected  hemithorax.  In  the 
case  of  Bochdalek  hernia,  by  the  intestines,  and  in  the 
cystic  pulmonary  conditions,  by  the  air-fluid-filled  cysts. ^ 


From  the  Department  of  Surgery  (*)  and  the  Pediatric  Pulmonary 
Program  (**),  Medical  Sciences  Campus,  University  of  Puerto  Rico,  Rio 
Piedras,  Puerto  Rico 

This  publication  was  supported  in  part  by  the  Pediatric  Pulmonary 
Program,  Pediatric  Pneumology  Section,  Department  of  Pediatrics, 
School  of  Medicine,  Medical  Sciences  Campus,  U,P.R.,  Grant 
No.  MCJ-00950-12-0,  "US  Dept.  HHS,  PHS,  HSA,  BHS" 


Case  Presentation 

A term,  adequate  for  gestational  age  female  was  born 
to  a 19  year-old  gravida  1,  para  O,  abortion  O mother,  by 
normal  vaginal  delivery  after  40  weeks  of  uncomplicated 
pregnancy  with  an  Apgar  score  of  score  of  5 and  7 at  one 
and  five  minutes,  respectively.  Soon  after  arriving  to  the 
nursery  she  developed  respiratory  distress. 

On  physical  examination  she  weighed  3,400  gms;  her 
heart  rate  was  140and  respiratory  rate  78  per  minute.  The 
trachea  was  deviated  to  the  right  and  there  were 
suprasternal  and  intercostal  retractions.  No  breath 
sounds  were  heard  in  the  left  lower  lobe,  nor  in  the  lingula 
and  these  areas  were  tympanic  to  percussion.  Breath 
sounds  were  decreased  in  the  left  upper  lobe  and  in  the 
right  hemithorax. 

The  chest  roentgenogram  revealed  an  opacification  of 
the  right  lung  with  ipsilateral  mediastinal  shifting.  Thin- 
walled  round  radiolucencies  were  noted  in  the  left 
hemithorax  (Fig.  lA) 


Figure  1.  A.  Chest  roentgenogram  of  newborn  infant  showing  opacifica- 
tion of  left  lung  and  displacement  of  the  mediastinum  to  the  right.  There 
are  thin-walled  round  radiolucencies  in  the  left  lung. 
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Arterial  blood  gases  at  room  air  revealed  a pOj  of 
83  mmHg,  a PCO2  42  mmHg,  a of  pH  7.24,  HCO3  22 
mEq/L  and  BE  -4.  The  with  blood  cell  count  was  1 1,000 
with  53%  lymphocytes  and  47%  neutrophiles;  the 
hematocrit  was  64%. 

The  chest  CT  scan  showed  multiple  large  cystic  spaces 
up  to  2. 1 cm  in  diameter  involving  the  left  lower  lobe  and 
the  apical  segment  of  the  left  upper  lobe.  The 
mediastinum  was  displaced  to  the  right  side  and  there  was 
evidence  of  compression  and  areas  of  increased  density 
consistent  with  atelectasis  in  the  right  lung  (Fig.  IB). 


Figure  IB.  Computerized  tomogram  of  the  chest.  There  are  multiple 
cystic  spaces,  up  to  21  mm  in  diameter  in  the  left  lower  lobe  and  apical 
posterior  segment  of  the  left  upper  lobe.  The  mediastinum  is  displaced  to 
the  right.  There  are  areas  of  increased  density  in  the  right  suggestive  of 
atelectasis. 

A thoracotomy  revealed  bilobar  involvement  of  the 
left  lung  with  multiple  cysts  of  varying  size,  more  severe 
in  the  lower  lobe.  It  was  found  that  a 2 mm  vessel  arising 
from  the  descending  thoracic  aorta  was  providing  the 
blood  supply  to  the  left  lower  lobe. 

Initially,  a left  lower  lobectomy  was  performed, 
considering  that  we  were  not  able  to  assess  the  function  of 
the  contralateral  lung  and  that  there  were  only  two  small 
cysts  in  the  left  upper  lobe  that  were  excised.  But,  because 
of  persistent  air  leak,  the  left  upper  lobe  required  excision 
before  she  could  recover  completely. 

Pathologic  examination  revealed  honey-comb  pattern 
of  multiple  cystic  cavities  ranging  in  size  from  0.3  to 
1.8  cm  compatible  with  cystic  adenomatoid  malforma- 
tion of  the  lung. 

After  the  second  operation  the  infant  had  an 
uneventful  recovery. 

Discussion 

Congenital  cystic  adenomatoid  malformation  (CCAM) 
of  the  lung  is  a developmental  anomaly  that  usually 
becomes  apparent  in  the  neonatal  period  with  progressive 
respiratory  distress  and  varying  degree  of  cyanosis. 

The  differential  diagnosis  includes  diaphragmatic 
hernias,  interstitial  pulmonary  emphysema,  congenital 
lobar  emphysema,  bronchogenic  cysts,  lung  abscess  or 
infected  pneumatoceles,  among  others. 


This  condition  has  been  divided  into  three  types  uased 
essentially  upon  pathological  classification.^ 

Type  I includes  cysts  greater  than  2 cm  in  diameter, 
shows  a multicystic  pattern  with  contralateral  medias- 
tinal shift  and  atelectasis  of  the  surrounding  parenchyma. 
There  are  no  associated  anomalies  and  the  prognosis  is 
good  with  surgical  resection  of  all  the  affected  tissue.^  * 
Involvement  can  be  of  one  or  two  lobes,  but  almost 
always  unilateral. 

Type  II,  with  cysts  less  than  1 cm,  has  a high  frequency 
of  associated  anomalies,  most  frequently  in  the  kidney.^’  ^ 

Type  III  includes  non-cystic  lesions  which  are  rare  and 
also  have  a poor  prognosis.  Types  II  and  III  can  present 
with  anasarca  and  stillbirth,  associated  with  maternal 
polyhydramnios.  The  prognosis  is  poor  due  primarily  to 
the  pulmonary  anomalies.  Our  case  was  classified  as  type  I. 
This  type,  in  addition  to  the  previously  described  fea- 
tures, is  characterized  by  cysts  lined  by  ciliated 
pseudostratified  cuboidal  or  columnar  epithelium  that 
communicate  wiht  major  bronchi  via  malformed  air 
passages  in  the  terminal  bronchiolar  structures.  Cartilage 
is  found  infrequently  and  only  in  type  I.  There  can  be 
hypoplasia  of  the  rest  of  the  lung.’>  * 

It  has  been  postulated  that  the  etiology  of  these 
anomalies  is  an  insult  during  the  embryonic  period  to  the 
structures  from  which  pulmonary  tissue  will  develop. 
CCAM,  congenital  lobar  emphysema,  bronchogenic  cyst 
and  pulmonary  sequestration  are  thought  to  be  one 
entity  with  varying  spectrum  of  severity  and  manifesta- 
tions, depending  on  the  type  of  insult  and  more  impor- 
tantly upon  the  time  during  embryonic  development  that 
it  occurs." 

In  our  patient  an  anomalous  vessel  was  supplying  the 
left  lower  lobe.  This  is  an  unusual  finding  in  CCAM,  but 
frequent  in  pulmonary  sequestration.  Sequestration  is 
usually  characterized  by  the  absence  of  connection 
between  the  alveolar  and  the  bronchial  systems  and 
frequently  has  an  aberrant  systemic  artery  as  the  main 
blood  supply.  Components  of  the  different  anomalies 
that  comprise  the  entity  of  Cystic  Lung  Disease  have  been 
found  in  the  same  patientand  reported  previously.®**’ 

Our  patient  underwent  left  lower  lobectomy  with  left 
upper  lobe  cystectomy.  We  were  not  able  to  assess  left 
lung  function  prior  to  surgery  and  tried,  for  this  reason, 
to  preserve  as  much  functional  pulmonary  tissue  as  we 
could.  Even  though  there  have  been  some  reports  of 
successful  treatment  with  partial  surgical  procedures,  this 
was  not  the  case  in  our  patient.  She  developed  persistent 
air  leak  (from  chest  tube)  in  the  post-operative  period  and 
required  a left  upper  lobectomy.  She  was  discharged  well 
and  has  been  asymptomatic  almost  a year  after  surgery. 


Conclusion 

Early  surgical  intervention  is  essential  in  the  treatment 
of  these  infants  to  prevent  progressive  respiratory  and 
cardiac  decompensation  or  life  threatening  infections. 
Although  the  successful  treatment  of  few  cases  with 
cystectomy,  segmental  resection  or  partial  lobectomy  has 
been  reported,"*’  our  case  confirms,  as  in  the  vast 
majority  of  reports, ‘‘>  ’’  that  removal  of  all  the  involved 
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lung  tissue  is  mandatory  in  order  to  avoid  complications 
(e.g.  persistent  air  leak,  recurrent  pneumothorax)  or 
reoperations. ^ 

Resumen:  La  malformación  adenoma toide  quistica 

congéníta  es  una  anomalía  poco  común,  la  cual  debe 
considerarse  entre  las  posibilidades  ante  el  diagnóstico 
diferencial  de  la  dificultad  respiratoria  del  neonato  y de  las 
lesiones  quísticas  pulmonares  que  se  descubran  en  el 
mismo.  Una  vez  que  se  establece  el  diagnóstico  de  la 
malformación  adenomatoide,  el  tratamiento  definitivo  es 
quirúrgico.  Se  presenta  el  caso  de  una  recién  nacida  con  la 
malformación  adenomatoide  quística  en  el  pulmón  izquierdo. 
Tomando  en  consideración  la  posibilidad  de  hípoplasía  del 
pulmón  derecho,  se  practicó  Id  lobectomía  del  lóbulo 
inferior  izquierdo  y cístectomía  en  el  lóbulo  superior 
izquierdo.  La  recuperación  fue  incompleta  por  motivo  de  la 
enfermedad  residual  del  lóbulo  superior  izquierdo.  Se 
practicó  la  resección  del  mismo  y la  paciente  recuperó 
totalmente.  Hemos  llegado  a la  conclusión  de  que,  después 
de  valorar  la  función  del  pulmón  contralateral,  todo  el 
pulmón  afectado  por  la  malformación  debe  ser  resecado, 
aun  cuando  durante  la  operación  un  lóbulo  parezca  estar 
afectado  en  forma  mínima. 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one, Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  thqir  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA, 

For  information,  call  toll-free  8(X)/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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ECHOCARDIOGRAPHY  CASES 

Charles  D.  Johnson,  MD,  FACC 


Aortic  Regurgitation.  Pacemaker  Lead. 


Two-Dimensional  (2-D)  and  Doppler  echocardiography  are  very  reliable  and  valuable  in  the 
detection  and  grading  of  severity  of  aortic  regurgitation  (AR).  The  former  has  also  proven 
useful  in  evaluating  the  status  of  cardiac  pacemaker  cables. 


Case  Report 


This  75-year-old  male  with  a St.  Jude  prosthetic  aortic 
valve  (AoV)  and  an  endocardial  VVI  pacemaker  cable  in 


Figure  1.  Freeze-frame  apical  4-chamber  view.  The  pacemaker  cable  can 
be  seen  in  right  atrium  (RA)  crossing  the  tricuspid  valve  (TV)  into  the  right 
ventricle  (RV). 


Figure  2.  Pulse-wave  doppler  (PWD).  Apical  5-chamber  view.  Sample 
volume  (SV)  placed  in  the  left  ventricular  outflow  tract  (LVOT) below  the 
AoV,  at  7.5  cm  depth.  There  is  a systolic  negative  envelope  below  the 
baseline  (flow  away  from  the  transducer,  T.)  with  slight  aliasing.  There  is  a 
holodiastolic  turbulent,  broad-band  flow  above  the  baseline  (flow  toward 
the  T)  with  aliasing  (velocity,  V,  over  1 M/S)  indicative  of  AR. 


the  right  heart,  was  studied  with  2-D  and  Doppler 
echocardiography  (Honeywell  echograph.  Biosound. 
Indianapolis,  Ind).  He  had  a grade  I AR  murmur. 


Figure  3.  Similar  to  figure  2.  There  is  a systolic  envelope  of  flow  away 
from  the  T.  Pandiastolic,  broad-band  flow  with  aliasing  is  present. 


Figure  4.  Suprasternal  notch  (SSN)  view.  PWD.  SV  at  7-8  cm  depth. 
There  is  systolic  flow  above  the  baseline  toward  the  T,  w ith  a V of  about  1.2 
M/S.  Also,  there  is  early  and  mid-diastolic  flow  below  the  baseline  away 
from  the  T (V  about  0.5  M/S)  that  diminishes  in  late  diastole. 
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Discussion 

A 2-D  echocardiogram  can  detect  an  endocardial 
pacing  lead  in  the  R V,  RA  and  crossing  the  TV,  as  a linear 
echo,  which  is  usually  not  as  mobile  as  a vegetation. 

Aortic  Regurgitation 

The  2-D  echocardiogram  in  AR  may  show  one  or  more 
of  the  following: 

The  AoV  may  appear  normal  or  bicuspid,  and  the  Ao  root 
dilated. 

The  AoV  cusps  may  be  thickened  or  calcified. 

Persistent  diastolic  cusp  separation,  over  2 mm  (paras- 
ternal long  and  short-axes). 

Prolapse  or  inversion  of  the  AoV  cusps;  Hail  leaflets; 
vegatation  or  mass;  fluttering  echoes-  into  the  LVOT 
during  diastole. 

Early  closure  of  the  mitral  valve  (MV)  prior  to  onset  of 
ventricular  systole. 

Multiple  echoes  of  the  anterior  leaflet  (AL)  of  the  MV 
(incomplete  opening  in  early  diastole). 

Distortion  of  the  shape  of  the  AL  of  the  MV  in  diastole, 
which  is  pushed  convexly  posterior  by  the  regurgitant 
jet  of  blood.  Reverse  doming  in  the  long-axis  and  4- 
chamber  views,  and  diastolic  indentation  in  the  short- 
axis  view.  May  suggest  that  the  jet  passes  through  the 
AoV  in  the  vicinity  of  the  anterior  right  coronary  cusp. 

LV  dilatation,  and  increased  amplitude  of  septal  excur- 
sion as  volume  overload. 

Two-dimensional  echocardiography  in  AR  is  85-96% 
sensitive  and  82-90%  specific. 

Doppler 

Normally,  with  an  apical  5 or  2-chamber  view  and  the 
SV  placed  in  the  LVOT,  there  is  flow  away  from  the  T. 
during  systole  only,  and  no  diastolic  Vs. 

Aortic  regurgitation 

Technique:  Apical  5 and  2-chamber  views  (most 
commonly  used); 

Left  parasternal  long  and  short-axes;  right  paraster- 
nal; SSN;  subcostal. 

PWD  - SV  placed  in  the  LVOT. 

CWD  (Continious  wave  doppler). 

There  may  be: 

Retrograde  disturbed  diastolic  flow  with  spectral  broa- 
dening. Holodiastolic  (usually)  signal  above  the 
baseline,  often  with  a high  V,  and  with  marked  dias- 
tolic turbulence.  Systolic  forward  flow.  Often  aliased 
flow  is  present  below  the  baseline. 

A systolic  flow  disturbance  in  the  AAo. 

MV  flutter,  as  frequent  sharpe  white  and  black  lines. 
Parasternal  Long-Axis  with  the  SV  in  LVOT- 

Negative  diastolic  harsh,  turbulent  flow  in  the  LVOt 
and  at  AoV.  (no  doppler  signal  may  occur  if  the  beam- 
SV  is  perpendicular  to  the  blood  flow). 

Especially  good  for  an  aortic  periprosthetic  valve  leak. 
The  direction  of  the  jet,  the  MV  flow  and  low  cardiac 


output  may  influence  the  signal. 

Parasternal  Short-Axis-  direct  examination  and  mapping 
of  the  aortic  orifice  at  the  level  of  the  AoV  with  2-D 
PWD  for  abnormal  diastolic  signals  (negative  or 
positive  diastolic  spectral  broadening,  which  may  have 
two  peaks  and  may  vary).  Determination  of  the  regur- 
gitant AoV  area,  the  AoV  orifice  area  and  their  ratio; 
two  peaks  and  may  vary).  Determination  of  the  regur- 
tion  is  prominent. 

Very  high  sensitivity  and  specificity. 

SSN  View 

Normally,  with  the  SV  placed  in  the  ascending  Ao 
(AAo)  there  is  only  a systolic  forward  flow  V above  the 
baseline. 

Aortic  Regurgitation 

Reverse  turbulent,  broad-band,  negative  AAo  flow, 
and  positive  flow  toward  the  T in  the  descending  Ao 
(DAo)  throughout  diastole.  In  systole,  there  may  be  a 
relatively  high,  positive  turbulent  flow  V with  aliasing. 

Audio  Signal  - Elarsh,  rough  diastolic  turbulence;  MV 
flutter;  May  be  smoother  in  the  center 
with  a to  and  fro  character  (a  systolic 
component  also). 

Severity  of  the  AR 

The  extent  of  the  diastolic  turbulence  in  the  LV 
(mapping);  track  the  regurgitant  jet  in  three  dimensions; 
long-axis  and  5-chamber  views;  intensity  of  the  signal  and 
V in  late  diastole  by  CWD;  ratio  of  areas  under  forward 
and  reverse  flows;  with  CWD  there  is  a rapid  decline  in 
the  slope  of  the  diastolic  AR  signal  depending  upon  the 
severity;  etc. 

Sensitivity  and  Specificity 

90-100%;  higher  than  auscultation  or  M-mode  echo; 
good  even  for  mild  AR  without  a murmur. 

Differential  Diagnosis 

1.  Normally  there  is  a minimal  diastolic,  negative 
reverse  flow  in  the  AAo  due  to  the  run-off  into  the 
sinuses  of  Valsalva  and  coronary  arteries;  soft  dias- 
tolic coronary  flow  in  the  Ao. 

2.  MV  prosthesis  - causes  a diastolic  high  Vjet  in  the  LV 
inflow  tract  (LVIT). 

3.  Mitral  stenosis  - produces  a turbulent  diastolic  flow 
in  the  LVIT,  and  proximal  low  LVOT  if  intense;  the 
signal  is  usually  of  later  appearance,  is  sustained 
during  the  entire  diastole,  hasatrial  accentuation  and 
is  of  different  tone.  The  AR  signal  is  located  higher  in 
the  LVOT  and  appears  earlier  prior  to  MV  opening, 
decreases  during  diastole  and  possesses  a systolic 
flow  V trace.  The  parasternal  view  offers  better  reso- 
lution; more  positive  Vs  characterize  mitral  stenosis, 
while  negative  Vs  characterize  AR. 

4.  Patent  Ductus  Arteriosus  (PDA)  and  Aortic- 
pulmonary  shunts  may  reverse  the  diastolic  flow  in 
the  DAo. 

Reverse  flow  in  diastole  in  the  subclavian  arteries 
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may  occur  in  AR,  as  well  as  in  PDA  and  normal 
individuals. 

Color  Doppler  Echocardiography  in  AR 

This  provides  a 2-D  scan,  and  can  detect  eccentric  jets 
and  perivalvular  regurgitation.  Multiple  T positions  and 
planes  (long-axis  and  4-chamber)  are  recommended.  A 
wide-band  mosaic,  red-orange  or  blue-orange  pattern/jet 
occurs  in  the  LVOT  and  LV  during  diastole;  it  may  be 
blue  near  the  Ao  aorifice  due  to  aliasing.  The  depth  and 
width  of  the  jet  can  be  observed,  and  overlapping  jets  in 
the  same  chamber  may  be  differentiated,  such  as 
combined  AR  and  mitral  stenosis.  The  ratio  of  the  jet  are 
to  LVOT  are  just  below  the  AoV  in  short-axis,  correlates 
with  the  angiographic  grading  of  AR. 
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“He  flourished 
during  the  first 
haif  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you -and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 
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Study  Designs  for  Diet  and 
Chronic  Disease* 

Tim  Byers,  MD,  MPH** 


The  public  has  a keen  interest  about  healthfull  diets 
and  is  therefore  eager  for  information  about  how  to 
prevent  heart  disease  and  cancer.  There  is  a growing 
number  of  epidemiologic  studies  of  the  role  of  diet  in  the 
etiology  of  chronic  diseases,  such  as  cancer’  and  coronary 
atherosclerosis.^  As  there  will  always  be  some  level  of 
uncertainty  about  cause  and  effect  relationships  in 
studies  conducted  in  free  living  human  populations,  there 
will  therefore  always  be  some  degree  of  uncertainty  as  to 
whether  public  dietary  advice  should  be  formulated 
based  on  epidemiologic  studies.  It  is  important  that  such 
advice  not  emerge  from  any  single  study,  as  each  type  of 
study  design  has  characteristic  potential  weaknesses. 

As  we  read  reports  in  the  scientific  and  lay  literature 
that  describe  findings  emerging  from  studies  of  diet  as 
related  to  heart  disease  and  cancer,  we  should  carefully 
consider  both  the  strengths  and  weaknesses  of  the  type  of 
study  design  that  was  employed  and  the  larger  con- 
stellation of  related  studies  before  we  attempt  to  draw 
conclusions  about  either  the  biological  or  the  public 
health  importance  of  the  findings. 

The  purpose  of  this  paper  is  to  examine  the  strengths 
and  weaknesses  of  the  major  types  of  epidemiologic 
studies  and  to  briefly  review  the  ways  in  which  they  have 
helped  us  to  better  understand  the  role  of  diet  in  cancer 
and  heart  disease. 

Ecological  (Correlation)  Studies 

The  most  important  feature  of  ecological  studies,  is 
that  both  the  independent  variable  (diet)  and  the 
dependent  variable  (disease  rates)  are  not  measures  of 
individuals,  but  are  values  which  characterize  groups  of 
individuals.  The  comparison  which  is  made  in  ecological 
studies  of  diet  and  disease,  then,  is  between  estimates  of 
average  diet  and  disease  rates  in  a set  of  such  groups. 
Most  ecological  studies  of  diet  as  related  to  cancer  or 
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heart  disease  have  been  based  on  countries  as  the  groups 
being  studied,  but  some  have  been  based  on  smaller 
groups,  such  as  states,  regions  or  ethnic  groups  within  a 
single  country. 

Strengths  and  Weaknesses  of  Ecological  Studies 

Ecological  studies  can  be  useful  for  generating 
hypotheses  about  associations  between  diet  and  desease, 
but  there  are  important  limitations  of  this  type  of  study 
desing.^  Both  the  independent  and  dependent  variables 
may  contain  biased  errors  in  their  measurement.  Disease 
rates  are  often  based  on  mortality  statistics  which  may 
differ  between  the  countries  being  compared  in  comple- 
teness and  accuracy. 

Any  biases  in  mortality  statistics  that  might  be 
associated  with  diet-related  factors,  such  as  general 
socioeconomic  level,  will  have  the  potential  to  create 
artifactual  correlations  between  mortality  rates  and 
dietary  factors.  Moreover,  dietary  estimates  used  in 
ecological  studies  are  often  only  crude  estimates  of 
individual  intake,  typically  being  based  on  food  produc- 
tion, import  and  export  statisitcs.  Such  estimates  of  per 
capita  intake  are  subject  to  considerable  error. 

Ecological  studies  based  on  dietary  assessments  of 
individuals  in  special  nutritional  surveys  of  the  popula- 
tions being  compared  are  much  preferred.  Such  a study  is 
now  being  conducted  in  China,  in  which  cancer  rates  in 
various  Chinese  provinces  are  being  correlated  with 
provincial  diets  as  estimated  both  by  interviews  and 
blood  assays  of  individuals  sampled  from  each  province.'' 

Regardless  of  the  way  in  which  either  disease  rates  or 
diet  are  measured,  an  unavoidable  weakness  of  ecologic 
studies  is  the  “ecologic  fallacy,”  which  is  the  ever-present 
possibility  that  any  correlation  between  diet  and  disease 
rates  in  a set  of  groups  could  be  entirely  spurious  if  the 
true  etiologic  factor  is  strongly  associated  with  both  diet 
and  disease.  Groups  that  differ  in  nutrient  intake  often 
differ  as  well  in  a great  number  of  othe  ways  that  may  be 
relevant  to  cancer  risk.  Ecological  studies  should 
therefore  be  regarded  as  hypothesis-generating  efforts 
which  should  then  be  followed  by  inquires  based  on 
information  collected  direclty  from  individuals. 
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Case-Control  Studies 

Case-control  studies,  often  referred  to  as  retrospective 
studies,  compare  characteristics  of  individuals  who  have 
been  recently  diagnosed  as  having  the  disease  of  interest 
with  those  of  disease-free  individuals  from  the  same 
population.  In  retrospective  nutritional  epidemiologic 
studies  of  cancer  and  heart  disease,  comparisons  are 
made  between  the  diets  of  cases  and  controls  as 
retrospectively  recalled  from  a period  of  time  prior  to  the 
onset  of  symptoms  of  the  disease. 

Typically,  a food  frequency  dietary  method  is  used,  in 
which  individuals  are  asked  to  recall  their  usual 
frequency  of  consumption  of  a number  of  food  items. 
Estimates  of  nutrient  intake  can  then  be  generated  based 
on  knowledge  of  the  nutrient  content  of  the  various 
foods,  as  tabulated  in  standard  references.  This  estimate 
of  individual  nutrient  intake  is  crude,  but  nonetheless 
usefull  for  studying  the  association  between  general 
dietary  habits  and  disease.  This  method  allows  the 
researcher  to  crudely  rank  individuals  with  regard  to 
their  relative  levels  of  general  nutrient  intake  and  thus  to 
compare  the  intake  of  cases  relative  to  that  of  controls. 

Other  methods  of  measuring  individual  diets,  such  as 
24-hour  recalls  or  diet  diaries,  though  more  quantita- 
tively precise  than  the  food  frequency  history,  are  inap- 
propriate for  case-control  studies.  They  are  inadequate 
indicators  of  general  dietary  habits  and  refer  only  to  a 
time  period  after  the  diagnosis  of  the  disease.  Thus  they 
could  be  influenced  by  the  disease  or  its  treatment. 

Strengths  of  Case-Control  Studies 

Case-control  studies  have  many  advantages  over 
ecological  studies.  By  studying  individuals  rather  than 
groups,  the  effects  of  factors  which  may  account  for 
spurious  associations  between  diet  and  disease  can  be 
controlled  in  the  analysis.  If,  for  instance,  factors,  such  as 
occupational  exposures  or  cigarrette  smoking,  are 
thought  to  be  associated  with  both  the  disease  under 
study  and  with  diet,  the  analysis  can  adjust  for  these 
factors,  thus  allowing  the  independent  association 
between  nutritional  factors  and  disease  to  be  isolated. 

Very  few  case-control  studies  of  diet  and  coronary 
heart  disease  have  been  conducted,  mostly  because  the 
important  risk  factors  of  serum  cholesterol  and  hyper- 
tension are  greatly  affected  by  the  disease  process  and 
cannot  be  measured  retrospectively.  Many  more  case- 
control  studies  of  diet  and  cancer  have  been  conducted  as 
important  risk  factors,  such  as  smoking,  occupational 
history,  reproductive  experience,  etc.,  are  all  readily 
identifiable  by  a retrospective  history. 

Weaknesses  of  Case-Control  Studies 

There  are  important  weaknesses  of  case-control 
studies  in  the  investigation  of  diet  as  related  to  cancerand 
heart  disease.  The  time  period  during  which  a suspected 
dietary  factor  is  relevant  could  be  several  years  prior  to 
the  onset  of  the  disease,  yet  the  reliability  of  retrospective 
dietary  histories  when  the  time  period  of  reference  is 
several  years  in  the  past  is  yet  to  be  determined. 

Moreover,  there  is  a potential  for  bias  in  the  recall  of 
diets,  such  that  newly  diagnosed  cases  might  have  a 


tendency  to  recall  their  past  diets  somewhat  differently 
than  controls.  One  might  wonder,  for  instance,  whether 
one’s  report  of  the  frequency  of  past  egg  consumption 
might  be  influenced  by  a recent  myocardial  infarction, 
given  the  level  of  awareness  about  cholesterol  and  heart 
disease  risk  or  whether  one’s  report  of  past  fruit  and 
vegetable  intake  might  be  influenced  by  the  recent 
diagnosis  of  cancer,  given  the  increasing  prevalent  public 
messages  about  diet  and  cancer. 

Finally,  case-control  studies  which  are  conducted  in  a 
single  population  will  usually  demonstrate  a much 
narrower  range  of  diets  than  one  would  see  in  ecological 
studies  based  on  differrent  populations.  Therefore,  they 
may  lack  the  ability  to  demonstrate  associations  between 
nutritional  factors  and  disease  if  such  associations  are 
apparent  only  at  the  extremes  of  levels  of  nutrient  intake. 

Prospective  Studies 

Prospective  studies,  often  referred  to  as  cohort  studies, 
involve  a two-step  process  of  research  in  which  first  a 
measurement  of  diet  is  made  on  a large  group  of 
individuals,  then  this  group  is  observed  over  a number  of 
years  to  determine  subsequent  incidence  or  mortality 
from  disease.  Disease  rates  for  subgroups  of  individuals, 
defined  by  levels  of  nutrient  intake,  can  then  be 
compared. 

Strengths  and  Weaknesses 
of  Prospective  Studies 

The  major  advantage  of  prospective  studies  as 
compared  to  case-control  studies  is  that  the  measurement 
of  diet  is  made  prior  to  the  diagnosis  of  disease  and 
therefore  is  not  susceptible  to  recall  bias. 

There  are,  however,  a number  of  disadvantages  to 
prospective  studies.  These  studies  usually  require  a very 
large  number  of  individuals  to  be  followed  over  many 
years  and  therefore  tend  to  be  both  time-consuming  and 
costly.  The  resulting  economic  and  logistic  constraints 
often  necessitate  that  the  dietary  measures  are  more 
cursory  than  those  of  case-control  studies.  Nonetheless, 
prospective  studies  of  diet  as  related  to  cancer  have 
served  to  confirm  many  hypotheses  about  the  importance 
of  nutrition  to  the  risk  of  these  diseases.  Prospective 
studies  which  were  initially  designed  as  studies  of  heart 
disease  often  included  the  collection  and  freezing  of 
samples  of  serum  from  study  subjects.  When  some  of 
these  individuals  later  developed  cancer,  assays  could 
then  be  conducted  on  their  previously  stored  serum  to 
assess  levels  of  various  nutrients  hypothesized  to  be 
associated  with  cancer  risk.  Although  quantitatively 
precise  measures  of  pre-illness  serum  nutrient  levels  are 
appealling,  the  level  of  a nutrient  in  the  blood  at  a single 
point  in  time  many  years  prior  to  illness  may,  in  fact,  tell 
us  very  little  about  one’s  general  dietary  habits. 

Intervention  Studies 

Nutritional  intervention  studies  are  experiments  in 
which  the  diet  of  a group  is  modified  or  supplemented  in 
order  to  determine  whether  such  modification  affects 
subsequent  disease  risk.  The  randomized  controlled  trial, 
in  which  half  of  the  study  group,  randomly  assigned. 
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receives  one  treatment  while  the  other  half  receives  an 
alternate  treatment  is  the  preferred  design  for  interven- 
tion studies.  There  have  been  several  intervention  studies 
for  coronary  heart  disease  involving  the  modification  of 
diet,  usually  targeting  a reduction  in  cholesterol  and 
saturated  fat  intake.'.’.  ^ 

Intervention  studies  for  the  purposes  of  testing  the 
ability  of  dietary  modifications  and  supplements  to 
reduce  cancer  risk  are  just  now  beginning.  The  hypothesis 
that  beta-carotene  supplementation  may  reduce  the  risk 
of  lung  cancer  is  being  tested  in  study  in  which  22,071 
U.S.  physicians  have  been  randomly  allocated  to  either  a 
treatment  group  receiving  beta-carotene  supplementa- 
tion or  to  a control  group  receiving  a placebo.^  An 
important  multicenter  trial  funded  by  the  National 
Cancer  Institute  will  soon  begin  as  well,  in  which  women 
at  high  risk  for  breast  cancer  will  be  assigned  either  to  an 
intervention  group  receiving  advice  to  substantially 
reduce  their  intake  of  dietary  fats  or  to  a control  group 
receiving  no  such  dietary  advice. 

Strengths  and  Weaknesses  of  Intervention  Studies 

Although  intervention  studies  are  often  regarded  as  the 
ultimate  study  design  because  of  the  advantages  of  the 
experimental  method,  they  have  some  serious  limitations 
as  applied  in  nutritional  epidemiology.  Preventive  trials 
require  an  intensive  follow-up  procedure  on  a large 
number  of  subjects  in  order  to  monitor  compliance. 
Trials  based  on  the  modification  of  diet  require  changes 
in  life-style  which  are  difficult  not  only  to  achieve,  but 
also  to  monitor  and  control.  Nutritional  supplementa- 
tion via  a pill  isa  fareasier  type  of  dietary  intervention,  as 
compliance  can  be  readily  measured  and  the  trial  can  be 
properly  placebo-controlled. 

In  order  to  minimize  the  size  and  duration  for  reasons 
of  economy,  preventive  dietary  trials  typically  target  only 
those  individuals  who  are  at  an  unusually  high  risk  for 
disease.  The  question  of  whether  any  findings,  whether 
positive  or  negative,  can  be  generalized  to  the  larger 
population  is  therefore  an  additional  potential  problem. 

Summary 

There  is  a growing  number  of  epidemiologic  studies  of 
the  role  of  diet  in  the  etiology  of  chronic  diseases. 
Although  there  is  considerable  evidence  that  nutritional 
factors  may  be  relevant  to  these  diseases,  there  are  many 
inconsistencies  in  findings  that  have  emerged  from 
research  in  this  area. 

Each  of  the  various  types  of  study  desings  commonly 
employed  in  nutritional  epidemiology  has  its  own 
characteristic  strengths  and  weaknesses.  Various  studies 
conducted  in  different  populations  and  employing 
different  study  designs  and  methods  should  therefore  be 
expected  to  yield  some  inconsistencies  in  their  findings. 
Consequently,  new  findings  emerging  from  epidemio- 
logic research  must  must  always  be  considered  not  only 
with  regard  to  the  strength  of  the  particular  study,  but 
also  in  the  larger  context  of  studies  of  different  designs 
that  have  previously  tested  the  same  hypothesis. 
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ASOClAaCDN  MEOCA  DE  PUERTO  RICXD 


BOLET  N 


INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  deque  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor,  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuserito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  titulo,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  artículo  ha  sido  leído  en  alguna  reunión  o congreso,  así  debe  hacerse 
eonstar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introdueción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés), 
Reconoeimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión.  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo. 
Deben  limitarse  las  tablas  a solo  aquellas  que  contribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  artículo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración. 
Al  final  de  cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  “Cumulative  Index  Medicus”  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
título  del  artículo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  título  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P;  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capítulo  citado 
se  añade  el  autor(es)  del  capitulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla a doble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted . The  language  used  in  the  tables  must  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus’’ 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s).  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P;  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York.  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references, 

• The  above  “Instructions  to  Authors’’  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


•Estas  “Instrucciones  para  los  Autores”  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 
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PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 

TO  FIT  YOUR  TIME. 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 


If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


ARMY  RESERVE  MEDICINE 
Federal  Office  Bldg.  Room  919 
Box  63-51  S.W.  1 St.  Ave. 

Miami,  F L 33130 
Call  Collet:  (305)  371-9257 


INDERALLAa 


Hours  after  dose  (steady  state) 


■ INDERAL  LA 
avoids  the  sharp  peak 
seen  with  atenolol 


Blood  pressure  controlled 

Smooth  blood  pressure 
control  and  well  tolerated  ! 

Once-daily  INDERAL  LA  (propranolol  HCl)  keeps; 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients  ■ 
found  a low  incidence  of  side  effects  with  INDERAL' 
LA,  which  was  not  significantly  different  from  that  1 
reported  with  metoprolol  and  atenolol.^  ! 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenr 
/DOr^DDAKir^l  r\l  LJ^/i  Long  Act/ng  shock,  heart  block  greater  than  first  degree,  and 
(r^n  L/r^TlM/ Vv/LlLyL  nO//  capsules  bronchial  asthma. 


Once-daily  . _ 

INDERALLA 


Please  turn  page  for  brief  summary  of  prescribing  information. 


aolol  over  24  hours*^ 


80  mg  INDERAL  LA 
50  mg  atenolol 


1 1 

16  20  24 

sma  concentrations  in  relation  to  the  mean. 


>mooth,  consistent 
dasma  drug  levels 
)ver  24  hours 

"ull,  24-hour  blood 
tiessure  control 

vith  INDERAL  LA 


nd  feeling  good. 

Ldded  blood  pressure 
ontrol  with  the  preferred 
ihiretic 

hen  more  than  one  antihypertensive  agent  is  needed, 
ice-daily  INDERIDE  LA  enhances  patient  compliance 
improve  long-term  control.  Patients  receive  all  the 
nefits  of controlled-release  INDERAL  LA  and 
mdard-release  hydrochlorothiazide  (HCTZ),  for 
mfortable  morning  diuresis.  Not  only  does  this 
gimen  permit  patients  to  follow  normal  daily 
utines,  but  HCTZ  also  produces  less  potassium 
istage  on  a mg-for-mg  basis  than  chlorthalidone.^"^  iPROPR/A/VOLOL  HCI  d:'VERA-'^  LA' 

/HVDROCHLORO^HIA/IDE;  ’ ^ 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 

IS  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

¡NDERKteLA 


Once-daily  _ _ 

MURALLA 

fmfnmoLHai 


LONG  ACTING 
CAPSULES 


The  appearance  of  these  capsules 


80  mg  , ,120  mg  ,160  mg 


$ 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO 
CHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars 

CONTRAINDICATIONS  . ^ ^ 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma. 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  With  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  it  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle  , , 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  fherapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occulf  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


drug 


Once-daily 

limERbELA 


F3Ch  capsule  contains  propranolol  HC:  HNDERAU  ■ /, 

80  mg.  ho  mg,  or  160  mg.  and  hydrochlorothiazide.  hOmg 


120/50 


The  appearance  of  these  capsules 
1 fin  /fin  'S  a registered  trademark 

of  Ayerst  Laboratories 


! 


THYRCITOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There 
fore,  abrupf  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  reguiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessify  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 

'NonaHerciic  Bronchospasm  (#9,  chronic  bronchitis,  omphysema)— PATIEf£S 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  befa  receptors 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure  , . , 

Hydrochlorolhiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma  ^ n . . . 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS  , , . 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  tor  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  calecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 
CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18  month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals  , 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolytd 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urind 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  oil 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytesf' 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitals 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassiunt 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occi^ 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  admin® 
tration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  sat 
depletion,  appropriate  replacement  is  the  therapy  of  choice,  1 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazidl 

therapy  , ^ . i 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged,  Diabetel 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration  ) 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy.  f 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bom 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  befoi* 
carrying  out  tests  for  parathyroid  function  I 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine.  I 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patierA 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficietl 
to  preclude  effectiveness  of  the  pressor  agent  tor  therapeutic  use.  J 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cors 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenlB 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult  J 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essenti^ 


the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy  111  [ 

Cardiovascular  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block,  hypotension  < 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the  RaynaJ  I 

''^'centra/  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnil  Í 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visiB 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  fo 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium,  and  > 
decreased  performance  on  neuropsychometrics  Jl, 

Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  congl  E 
pation;  mesenteric  arterial  thrombosis,  ischemic  colitis.  . ^ u i! . 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  arid  I 
sore  throat;  laryngospasm  and  respiratory  distress  ' 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reportei 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  a^  f 


j and  I 

■I 


Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  ''^^ctions  involving 


ve  Ucci  I vcu  laicty  wvunji  i ^ • - t • 

serous  membranes,  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  be«f 
associated  with  propranolol  I 

Hydrochlorothiazide:  if 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipatiotji^ 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache;  xanthopsia 
Hematologic  Leukopenia;  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  d 


1 


Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculiti^ 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reaction^ 
Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessne»  ■ 
transient  blurred  vision  . ^ ^ 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduceui 


therapy  withdrawn  . 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
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AMERICAN  COLLEGE  OF  PHYSICIANS  LABELS 
CIGARETTE  SMOKING  AN  EPIDEMIC 


Calling  it  the  worst  epidemic  to  ever  affect  the 
American  people,  the  American  College  of  Physicians, 
the  nation’s  largest  medical  specialty  society,  joins  with 
C.  Everett  Koop,  the  United  States’  Surgeon  General,  to 
denounce  cigarette  smoking  and  strive  for  a “smoke-free 
society”  by  the  year  2000. 

In  a recently  adopted  position  statement,  the  College 
notes  that  350,000  Americans  die  prematurely  each  year 
because  of  illnesses  caused  by  cigarette  abuse.  In  fact, 
more  Americans  have  died  in  this  century  from  cigarette- 
caused  lung  cancer  than  have  been  killed  in  our  wars. 

According  to  Paul  D.  Stolley,  MD,  FACP,  Department 
of  Medicine,  University  of  Pennsylvania  and  a noted 
epidemiologist,  “Thirty  percent  of  all  cancer  in  the 
United  States  is  due  to  cigarrette  smoking  and  85  percent 
of  all  lung  cancer  in  the  United  States  can  be  attributed  to 
cigarette.”  It  is  also  a well-known  fact  that  lung  cancer 
deaths  in  women  have  increased  so  much  in  the  past  20 
years  that  lung  cancer  is  expected  to  soon  exceed  breast 
cancer  as  the  leading  killing  cancer  of  women. 

“Cigarette  smoking  is  also  a major  cause  of  coronary 
heart  disease  and  chronic  obstructive  pulmonary  disease,” 
continued  Dr.  Stolley,  who  serves  as  chairman  of  the 
ACP’s  Clinical  Pharmacology  Subcommittee  that  devel- 
oped the  paper.  Of  the  one  half  million  Americans  who 
die  of  coronary  heart  disease  each  year,  approximately  30 
percent  of  these  deaths  can  be  attributed  to  cigarette 
smoking;  and  about  80  to  90  percent  of  the  people  who 
suffer  from  bronchitis  and  emphysema  also  smoke 
cigarettes. 

“Not  only  does  cigarette  smoking  cause  drastic  health 
problems,”  said  Dr.  Stolley,  “but  smoking  is  also  a 
major  cause  of  fires  in  the  United  States.”  Approximately 
33  percent  of  all  apartment,  hotel,  and  motel  fires,  and  17 
percent  of  privated  welling  fires  are  attributable  to 


smoking.  Each  year,  4,000  injuries  and  1,500  deaths  are 
caused  by  fires  ignited  with  a burning  cigarrette. 

“Economically,  cigarette-induced  disease  produces 
$16  billion  in  direct  medical  costs  annually,  and 
$37  billion  in  indirect  costs  related  to  increased 
morbidity,  and  premature  death,”  says  Dr.  Stolley. 

With  these  unassailable  statistics  in  mind,  the  ACP  will 
be  acting  in  specific  areas  in  order  to  decrease  the  use  of 
cigarettes  by  the  American  public.  The  first  recommen- 
dation calls  for  health  care  professionals  and  hospitals  to 
serve  as  examplars  of  a cigarette-free  society.  The  paper 
also  urges  physicians  to  stay  informed  about  the  health 
risks  of  tobacco  use,  to  routinely  question  their  patients 
about  their  use  of  cigarettes,  and  to  provide  information 
about  smoking  cessations  programs  and  encourage  their 
patients’  smoking  cessation  efforts.  The  College  also  is 
encouraging  research  to  determine  how  to  effect  commu- 
nity changes  in  knowledge,  attitudes,  and  behavior  con- 
cerning the  hazards  of  cigarette  smoking. 

Notes  Dr.  Stolley,  “By  educating  the  public  about  the 
deleterious  effects  of  smoking  cigarettes,  we  can  create  a 
social  climate  that  discourages  smoking  and  shatters  the 
media-induced  conceptions  of  smoking  as  an  activity  for 
virile  men  and  glamorous  women.” 

“Many  cigarette  smokers  begin  when  they  are  young 
and  are  susceptible  to  the  influences  of  older  siblings, 
peer  pressure,  and  mass  media  images,”  says  B.  Robert 
Meyers,  MD,  chief  of  the  division  of  pharmacology  clinic 
at  North  Shore  University  Hospital  in  Manhasset,  NY, 
and  also  a member  of  the  College’s  Clinical  Pharmacology 
Subcommittee.  “In  order  to  prevent  cigarette  smoking  in 
adolescents  we  are  encouraging  the  development  and 
widespread  use  of  educational  programs  directed  to 
school  children,”  he  continued,  “programs  designed  to 
clearly  outline  the  dire  medical  effects  of  cigarette 
smoking  and  the  addicting  properties  of  tobacco.” 

In  the  paper,  the  College  also  supports:  efforts  aimed  at 
discouraging  all  forms  of  tobacco  promotion;  the 
practice  of  offering  discounted  rates  on  life  insurance 
policies  for  non-smokers;  the  enactment  of  legislation 
which  recognizes  and  accords  fullest  respect  for  the  right 
to  breathe  air  unpolluted  by  cigarette  smoke;  and 
increased  taxation  of  cigarettes  as  a means  to  discourage 
their  purchase,  and  use,  and  to  raise  public  monies 
targeted  to  smoking  cessation  programs,  health  promo- 
tion, and  medical  research. 

Because  a decreased  incidence  of  smoking  would  have 
financial  implications  for  the  farming  community,  the 
ACP  encourages  government  efforts  to  develop  and 
evaluate  methods  for  assisting  tobacco  farmers  to  either 
shift  to  other  crops  or  to  earn  a living  in  another 
economic  activity. 

In  a related  statement,  the  ACP  discusses  in  depth  the 
reported  effectiveness  of  six  major  smoking  cessations 
methods:  drug  therapy;  behavior  modification;  educa- 
tional and  commercial  programs;  hypnosis;  acupuncture; 
and  multiple  risk  factor  reduction  programs,  noting  that 
many  smokers  — perhaps  ten  percent  of  all  who  try  to 
quit — seek  advice  and  assistance  from  their  physicians 
when  attempting  to  quit.  Although  the  College  cannot 
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recommend  one  method  over  another  since  statistically 
valid  data  comparing  these  methods  are  not  available, 
they  do  urge  physicians  to  counsel  their  patients  to  quit 
smoking,  act  role  models,  provide  their  patients  with 
practical  advice  and  educational  materials,  and  refer 
them  to  specific  smoking  cessation  methods  or  programs 
within  their  communities. 


AMERICAN  ACADEMY 
OF  PEDIATRICS 


adults.” 

The  survival  rate  was  higher  for  children  who  received 
transplants  from  living  donors  (100  children)  than  from 
cadaver  donors  (103  children).  Although  the  survival  rate 
was  the  lowest  in  the  youngest  age  group  ( 1-5),  this  group 
had  the  highest  percentage  of  cadaver  transplants. 

Kidney  survival  rates  after  cadaver  transplants  “have 
remained  disappointingly  low,”  the  researchers  say,  but 
there  is  evidence  that  they  may  improve  in  the  future  with 
the  use  of  the  new  immunosuppressive  drug,  cyclosporine. 


NEWBORNS  UNAFFECTED  WHEN  MOTHERS 
WORK  THROUGHOUT  PREGNANCY 


DATA  SHOWS  20-YEAR  IMPROVEMENT  IN 
PEDIATRIC  KIDNEY  TRANSPLANTS 


New  data  analyzing  kidney  transplants  in  children 
during  the  last  20  years  shows  a significant  improvement 
in  patient  survival.  In  fact,  many  of  these  children  had 
kidney  functioning  ten  years  after  transplantation  and 
the  overall  survival  rate  of  203  children  studied  was  79 
percent. 

That  improvement  is  attributed  to  the  effect  of 
experience,  changes  in  immunosuppressive  therapy  and 
the  introduction  in  1978  of  donor-specific  transfusions. 

The  data,  published  in  the  April  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (AAP), 
looks  at  these  203  children  between  the  ages  of  1 and  16 
who  received  kidney  transplants  between  1964  and  1984 
at  the  University  of  California,  San  Francisco  (UCSF). 
One  of  every  two  children  who  received  transplants  in 
1964  was  alive  in  1984. 

The  researchers,  from  the  departments  of  pediatrics 
and  surgery  at  UCSF,  note  that  “transplantation  has 
been  a successful  treatment  for  children  with  chronic 
kidney  failure.  Many  of  these  patients  who  have 
‘adapted’  to  their  kidneys  will  continue  to  enjoy  good 
function  for  further  prolonged  periods.” 

At  follow-up  in  December,  1984,  1 18  of  the  203  chil- 
dren (58  percent)  were  alive  with  functioning  kidneys;  42 
(21  percent)  were  undergoing  dialysis  after  failure  of  first 
transplants  (28  children),  second  transplants  (13  children) 
or  third  transplants  (one  child);  and  43  (21  percent)  had 
died.  Fifteen  of  those  deaths  occurred  within  the  first  year 
after  transplantation;  infection  was  the  most  common 
cause  of  death. 

The  researchers  explain  that  although  the  mortality 
and  rejection  rates  were  high  in  the  early  years  of  the 
program,  a number  of  children  treated  in  those  years  are 
surviving  into  the  second  and  even  the  third  decades  after 
transplantation,  and  many  lead  essentially  normal  lives. 

However,  some  of  the  children  with  successful  trans- 
plants were  below  the  mean  height  of  normal  children, 
and  the  researchers  write  that  “the  majority  of  children 
who  are  growth-retarded  prior  to  transplantation  remain 
growth-retarded  after  transplantation  and  become  short 


Contrary  to  previous  findings,  a new  study  has  shown 
that  pregnant  women  who  feel  well  enought  to  work  or  go 
to  school  can  safely  do  so,  without  harming  the  unborn 
baby. 

Reporting  in  the  May  issue  of  Pediatrics,  Boston  City 
Hospital  researchers  found  no  significant  relationship 
between  the  work  histories  of  1,690  low-income  mothers 
during  pregnancy  and  their  infants’  length  of  gestation, 
weight,  or  head  circumference  at  birth. 

However,  women  who  worked  in  a standing  position 
into  the  third  trimester  — nurses,  waitresses,  and  sales- 
persons, etc., — delivered  infants  who  were  longer  than 
those  born  to  mothers  with  different  working  conditions, 
or  to  mothers  who  didn’t  work  or  attend  school. 

As  the  number  of  women  pursing  education  and  paid 
employment  increases,  the  effects  of  working  outside- 
the-home  or  attending  school  while  pregnant  are  an 
important  public  health  issue. 

Previous  researchers  reported  that  although  mothers’ 
work  histories  had  no  effect  on  the  infant’s  duration  of 
gestation,  head  circumference,  or  length  at  birth  babies 
born  to  mothers  who  worked  through  the  third  trimester 
tended  to  weigh  less. 

The  alleged  detrimental  effects  of  working  through  the 
third  trimester  also  were  aggravated  if  pregnant  women 
working  in  a standing  position  had  high  blood  pressure, 
suffered  from  poor  nutrition  or  had  other  young  children 
at  home. 

The  discrepancy  between  past  and  present  research  is 
best  explained  by  trends  in  society,  rather  than  dif- 
ferences in  statistical  methods,  the  researchers  said. 
Compared  with  women  in  the  work  force  25  years  ago, 
women  working  in  the  ’80s  differ  in  terms  of  lifestyle, 
access  to  prenatal  care,  overall  health  and  demographic 
characteristics. 

Working  conditions,  as  well  as  obstetrical  care,  have 
also  improved  drastically,  they  continued.  “Working 
during  pregnancy  may  have  posed  a true  risk  to  neonatal 
growth  25  years  ago,  but  may  not  do  so  now.” 

Healthy  women  who  teel  good  enough  to  work  outside- 
the-home  during  pregnancy,  even  if  the  job  includes  some 
standing,  can  continue  to  do  so  into  the  third  trimester 
without  worrying  that  their  infant  will  suffer  shorter 
gestation  or  impaired  growth. 
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SMOKERS  RISK  THEIR  CHILDREN’S 
HEALTH: AAP 


Parents  who  smoke  at  home  may  be  putting  their 
children  at  greater  risk  for  respiratory  infections  and  may 
even  predispose  them  to  developing  lung  disease,  heart 
disease  and  lung  cancer  later  in  life. 

Because  of  these  health  risks,  the  American  Academy 
of  Pediatrics’  (AAP)  Committee  on  Environmental 
Hazards  is  calling  for  a complete  advertising  ban, 
stronger  legislation  and  harsher  warning  labels  on 
cigarette  packages.  The  AAP  Committee  again  confirms 
its  position  on  the  harm  of  passive  smoke,  originally 
stated  in  1982. 

Writing  in  the  May  issue  of  Pediatrics,  the  journal  of 
the  AAP,  the  Committee  recommends  in  a policy  state- 
ment that: 

• Tobacco  sales  and  smoking  (except  in  designated 
areas)  should  be  banned  in  all  pediatric  hospitals 
and  facilities  caring  for  children. 

• Warning  labels  on  cigarette  packages  should  be 
strengthened,  specifically  warning  of  the  risks  to 
children. 

• Congress  and  the  Federal  Trade  Commission 
(FTC)  should  ban  all  media  advertising  of  all 
tobacco  products  and  sponsor  counter-advertise- 
ments. 

• The  federal  excise  tax  on  tobacco  products  should 
be  increased. 

• State  and  local  governments  should  consider 
passage  of  “clean  indoor  air  legislation,’’  prohibit- 
ing all  indoor  smoking  except  in  specifically 
designated  areas. 

The  Committee  says  that  smoking  around  children  can 
increase  their  risk  for  and  frequency  of  respiratory 
infections  “most  strongly  evident  during  the  first  one  to 
two  years  of  life.’’  Data  has  shown  these  children  also 
have  more  bronchitis  and  pneumonia  than  children  of 
non-smoking  parents. 

Furthermore,  children  with  two  parents  who  smoke 
have  significantly  more  respiratory  infections  than 
children  with  only  parent  who  smokes.  (Maternal 
smoking  relates  more  closely  to  respiratory  infections 
than  paternal  smoking.)  Children  of  parents  who  smoke 
also  may  be  at  risk  for  decreased  lung  growth,  the 
Committee  states.  Follow-up  studies  indicate  these 
chlidren’s  annual  rate  of  lung  growth  is  significantly  less 
than  normal. 

Current  research  shows  sidestream  smoke  — smoke 
released  into  the  air  between  puffs  or  when  a cigarette  is 
resting  in  an  ashtray — contains  more  carbon  monoxide, 
ammonia,  nicotine  and  hydrogen  cyanide  than  smoke 
which  is  directly  inhaled.  Sidestream  smoke,  however,  is 
somewhat  diluted  in  the  air  before  it  reaches  the  child. 

Recent  surveys  show  that  there  is  at  least  one  smoker  in 


about  76  percent  of  all  U.S.  homes.  The  A A P’s 
Committee  says  this  puts  between  8 and  12  million 
children  under  age  5 at  risk. 


CARRYING  YOUR  BABY  MORE 
MAY  LESSEN  CRYING 


When  an  infant  cries,  the  parent  typically  picks  him  up 
and  holds  him.  What  would  happen  if  parents  picked  up, 
held  and  carried  their  infants  all  the  time,  not  just  in 
response  to  crying? 

According  to  new  research  in  the  May  issue  of 
Pediatrics,  the  journal  of  the  American  Academy  of 
Pediatrics  (AAP),  those  babies  would  cry  and  fuss  less 
than  what  is  expected  in  normal  infants.  In  fact,  this 
decreased  amount  of  crying  may  be  replaced  by  an 
increase  in  content  behavior. 

Researchers  at  the  Montreal  Children’s  Hospital 
Research  Institute  studied  99  mother-infant  pairs, 
randomly  assigning  them  to  a control  group  or  to  a group 
that  was  asked  to  carry  their  baby  in  their  arms  or  in  a 
carrier  for  at  least  three  hours  a day.  All  the  infants  were 
between  3 and  12  weeks  of  age,  breast-fed,  first  born  and 
at  term. 

When  parents  recorded  their  baby’s  and  their  own 
behaviors  in  24-hour  diaries  without  knowledge  of  the 
researchers’  hypothesis,  it  was  found  that  the  infants  who 
were  carried  more  cried  and  fussed  43  percent  less  overall 
and  5 1 percent  less  during  evening  hours,  when  measured 
at  the  age  of  peak  crying  (6  weeks).  Similar  but  smaller 
decreases  occurred  at  4,  8 and  12  weeks. 

“In  our  society,  picking  up  and  holding  (infants)  are 
the  most  frequently  used  and  effective  soothing  behaviors 
but  are  typically  elicited  in  respose  to  crying,”  researchers 
Urs  Hunziker,  M.D.,  and  Ronald  Barr,  M.D.C.M., 
wrote.  “Although  constant  carrying  is  unlikely  to 
become  the  typical  infant  care-taking  practice  in  our 
society,  we  hypothesized  that  the  ‘normal’  crying  pattern 
might  be  changed  by  supplemental  carrying. 

“The  relative  lack  of  carrying  in  our  society  may 
predispose  to  crying  and  colic  in  normal  infants,”  the 
researchers  added.  “Increased  carrying  reduces  crying 
behavior  but  promotes  proximity  so  that  crying  is  less 
necessary.” 

The  researchers  noted  that  infant  crying  has  come 
under  scrutiny  lately  because  of  its  clinical  importance  as 
a cause  of  maternal  distress,  a cause  of  discontinuation  of 
breast  feeding  and  a stimulus  for  child  abuse,  however, 
they  qualified,  “all  normal  infants  cry.” 

Normal  crying  patterns  of  infants  in  our  society  are 
characterized  by  an  increase  in  duration  until  about  six 
weeks  of  age  and  a gradual  decrease  until  four  months  of 
age,  with  the  majority  of  crying  occurring  in  the  evening. 

The  researchers  conclude  that  this  “rather  impressive 
change”  in  infant  behavior  shows  that  the  so-called 
normal  pattern  of  crying  is  only  typical  for  our  society. 
“The  increase  in  carrying  could  have  systematically 
predisposed  these  mothers  to  detect  their  infant’s 
demands  and  to  shorten  the  response  time  to  infant 
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distress,  thereby  facilitating  a more  synchronous  mother- 
infant  interaction.” 


STATEMENT  ON  CARDIAC  CATHETERIZATION 


The  College  and  the  American  Heart  Association 
(AHA)  have  announced  that  both  organizations  concur 
with  the  recommendations  of  the  American  College  of 
Physicians  (ACP)  on  “The  Safety  and  Efficacy  of 
Ambulatory  Cardiac  Catheterization  in  the  Hospital  and 
Free-standing  Facility”,*  a statement  on  the  subject 
published  in  the  May  1985  issue  of  the  ACP  Observer. 

Further,  the  College  and  AHA  recommend  the 
following  criteria  be  used  with  reference  to  cardiac 
catheterization: 

“Outpatient  cardiac  catheterization  can  be  performed 
safely  in  carefully  selected  stable  patients  within  a 
hospital  facility.  Patients  with  the  following  conditions 
should  not  ordinarily  undergo  outpatient  cardiac  cathete- 
rization because  of  the  potential  risks  involved — 

• Unstable  symptoms  or  post  recent  MI  (within  2 
weeks) 

• Suspected  left  main  or  severe  multi-vessel  coronary 
disease 

• Significant  left  ventricular  dysfunction 

• Significant  ventricular  arrhythmias 

• Congestive  heart  failure 

• Aortic  stenosis  or  mechanical  prosthetic  valves 

• Congestive,  restrictive  or  hypertrophic  cardiomy- 
opathy; constrictive  or  effusive  pericarditis 

• Pulmonary  hypertension  or  severe  and/or  uncon- 
trolled systemic  hypertension 

• Infective  endocarditis 

• Receiving  anticoagulant  therapy;  conversely  coagula- 
tion disorder 

• Other  significant  medical  illnesses 

• Those  undergoing  transseptal  and  transthoracic 
catheterization  or  other  complex  procedures  such  as 
PTCA 

• Cyanotic  or  other  complex  congenital  heart  disease 

• Infants  under  2 years  of  age 

• Patients  with  adverse  psychosocial  characteristics 
who  might  benefit  from  the  hospitalization. ..patients 
living  an  excessive  distance  from  the  hospital 


*1)  One  that  lacks  geographical  proximity  to  a hospital  such  that 
emergency  transport  could  not  be  accomplished  readily  by  stretcher  or 
similar  conveyance  without  requiring  the  intermediary  use  of  an 
ambulance  or  similar  vehicle.  2)  Also  one  that  is  not  subject  to  a given 
hospital’s  credentialing  procedures. 


“Appropriate  facilities  must  be  available  for  post- 
catheterization observation,  including  monitoring  facili- 
ties and  trained  personnel.  It  is  recognized  that  a certain 
proportion  of  patients  who  undergo  ambulatory  cardiac 
catheterization  will  require  immediate  hospitalization, 
either  because  of  the  findings  of  the  catheterization  per 
se,  or  because  they  do  not  tolerate  the  procedure  well. 
Thus,  assured  availability  of  an  appropriate  hospital  bed 
is  essential.  Access  to  emergency  cardiac  surgery  also  is 
essential. 

“The  ACC  and  AHA  do  not  approve  the  use  of  free- 
standing, non-hospital  based  cardiac  catheterization 
laboratories.  Catheterization  in  a free-standing  facility 
has  the  potential  for  delayed  access  to  emergency 
hospitalization  and  increases  the  uncertaintly  regarding 
quality  control  of  studies  performed.  These  factors  may, 
therefore,  result  in  sub-optimal  care.  Similarly,  the 
College  and  AHA  do  not  endorse  the  use  of  non- 
permanent catheterization  laboratories  for  either  ambu- 
latory or  hospitalized  patients  because  of  uncertainty 
regarding  quality  control  and  continuity  of  care.” 


Carciovascular  News 


ANTIBIOTIC  PROPHYLAXIS  NOT  INDICATED 
EOR  ALL  PATIENTS  AT  RISK  FOR  INFECTIOUS 
ENDOCARDITIS 


“Our  understanding  of  many  aspects  of  infectious 
endocarditis  has  changed  dramatically  over  the  past  few 
decades,  with  altered  patterns  in  the  demography  of  the 
disease,  the  appearance  of  important  new  categories  of 
the  disease,  and  changes  in  the  bacteriology  and  causal 
factors,”  Dr.  John  J.  Pippin,  senior  cardiology  fellow. 
New  England  Deaconess  Hospital,  Boston,  said  here  ata 
seminar  entitled  “Cardiovascular  Disease  1986:  Changes- 
Choices-Challenges,”  co-sponsored  by  the  American 
College  of  Cardiology  and  Hahnemann  University 
School  of  Medicine. 

In  the  area  of  demographics,  for  example,  the  mean 
patient  age  has  gradually  increased,  he  said.  “In  the 
1930s,  the  average  age  of  patients  was  30  to  35,  while 
today  the  average  age  ranges  from  50  to  55  years,” 
explained  Dr.  Pippin,  who  is  also  Instructor  of  Medicine 
at  Harvard  Medical  School.  Also,  two  thirds  of  patients 
today  are  over  40  years  of  age  compared  to  approximately 
one  third  of  patients  50  years  ago,  he  added.  Other 
demographic  changes  include  an  increased  incidence  of 
acute  presentation,  and  nosocomial  infective  endocar- 
ditis which  occurs  largely  in  hemodialysis  or  burn 
patients  or  patients  with  prosthetic  valves. 

So,  too,  have  new  structural  risk  factors  for  the  disease 
been  recognized,  such  as  mitral  valve  prolapse  (MVP), 
asymmetric  septal  hypertrophy,  and  degenerative  valve 
disease.  “In  addition,  the  nature  of  the  structural  heart 
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disease  has  changed  markedly  in  recent  years,  reflecting 
particularly  a decreased  incidence  of  rheumatic  heart 
disease,  an  increased  incidence,  again,  of  prosthetic  valve 
endocarditis,  and  an  increase  in  infective  endocarditis 
related  to  adult  congenital  heart  disease,  degenerative 
valvular  disease,  and  MVP,”  Dr.  Pippin  said. 

The  microbiology  of  infective  endocarditis  has  also 
changed.  In  1950,  approximately  70%  of  cases  were  due 
to  nonenterococcal  streptococcus  species  compared  to 
40%  in  1980,  Dr.  Pippin  observed.  In  fact,  at  present,  a 
higher  percentage  of  cases  are  due  to  more  virulent 
organisms  such  as  staphylococcus,  enterococcus,  and 
gram-negative  agents.  The  appearance  of  more  virulent 
organisms,  he  said,  results  from  a change  in  the  kinds  of 
patients  predisposed  to  the  disease.  Today,  more  cases 
are  due  to  intravenous  drug  abuse  or  to  the  presence  of 
prosthetic  heart  valves. 

Dr.  Pippin  also  noted  that  major  developments  have 
occurred  in  the  therapy  of  infective  endocarditis.  “These 
advances,”  he  pointed  out,  “are  largely  due  to  better 
laboratory  techniques  for  diagnosis  and  therapeutic 
monitoring,  the  availability  of  improved  antibiotic 
regimens,  the  definition  of  firm  principles  of  medical 
therapy,  the  application  of  hemodynamic  monitoring, 
and  earlier  recognition  of  disease  complications.”  In 
addition,  the  “earlier  and  more  effective  use”  of  surgical 
intervention  has  been  a significant  therapeutic  advance. 
“While  in  the  past  it  was  believed  that  the  implantation  of 
a prosthetic  valve  in  the  presence  of  an  active  infection 
would  almost  certainly  cause  infection  of  the  valve,  it  is 
now  known  that  valve  replacement,  when  indicated, 
clearly  improves  survival  even  in  the  presence  of  active 
infection,”  he  said.  Dr.  Pippin  emphasized,  moreover, 
that  early  surgery  reduces  operative  risk  to  nearly  that  of 
elective  valve  replacement  “so  that  earlier  intervention 
means  an  improved  outcome.” 

As  for  the  controversial  issue  of  antibiotic  prophylaxis 
in  infective  endocarditis,  Dr.  Pippin  said  there  are  very 
few  clear-cut  indications  for  antibiotic  use  in  this  setting, 
and  , thus  there  is  a considerable  amount  of  antibiotic 
misuse  based  on  a risk-benefit  analysis.  “Antibiotics,  in 
my  opinion,  are  only  indicated  when  the  underlying 
structural  abnormality  is  a high-risk  substrate  for 
endocarditis  (such  as  a prosthetic  heart  valve)  and  when 
the  schedule  procedure  — tooth  cleaning  or  tooth  extrac- 
tion, for  example — is  a high-risk  procedure  for  produc- 
ing a dense  bacteremia,”  he  explained.  “Most  other 
patients,  such  as  those  with  MVP,  degenerative  valvular 
disease,  or  a variety  of  other  abnormalities — should 
ordinarily  not  receive  antibiotic  prophylaxis  because  the 
economic  cost  is  high  and  the  risk  of  morbidity  and 
mortality  related  to  antibiotic  therapy  outweighs  the  risk 
of  endocarditis”  in  these  groups. 

Overall,  the  prognosis  for  infective  endocarditis  has 
improved  considerably.  “In  the  pre-antibiotic  era, 
infective  endocarditis  was  almostly  uniformly  fatal,  while 
today  only  20  to  30%  of  patients  will  succumb”. 
Dr.  Pippin  said.  “And,  not  surprisingly,  before  antibio- 
tics became  available,  the  major  cause  of  death  was 
uncontrolled  infection,  whereas,  at  pre.sent,  the  cause  of 
death  is  nearly  always  a hemodynamic  complication, 
usually  congestive  heart  failure.” 


INTRAVENOUS  STREPTOKINASE  REPERFUSION 
BUYS  TIME  BUT  DOES  NOT  PROVIDE 
DEFINITIVE  THERAPY 

Intravenous  streptokinase  reperfusion  only  “buys 
time”  and  cannot  be  considered  definitive  therapy  in  6 to 
10  patients  receiving  it  for  first  episode  transmural 
MI — and  these  patients  remain  “big  candidates”  for 
reocclusion  at  any  subsequent  time. 

Dr.  A.C.  de  León,  director  of  the  Cardiovascular 
Institute  at  St.  John  Medical  Center  in  Tulsa,  reported  at 
the  American  College  of  Chest  Physicians’  51st  Annual 
Scientific  Assembly  that,  despite  successful  reperfusion 
in  a large  percentage  of  his  series  of  110  consecutive 
patients: 

*89%  had  a 70%  stenosis  at  the  time  of  angiography  2- 
12  days  post-streptokinase;  and 

*67%  were  considered  severe  enough  to  require  PTCA  or 
CABG  prior  to  discharge. 

He  said  this  outcome  underlines  streptokinase’s  role  as 
one  of  “perhaps  buying  more  time,  but  it  is  not  definite 
therapy  in  the  majority.  The  frequency  of  serious  un- 
derlying stenosis  makes  coronary  angiography  during 
the  MI  admission  important,  and  clinical  clues  to  identify 
those  with  critical  obstruction  would  be  valuable.” 

Indeed,  Dr.  de  León  said  at  the  meeting  and  in  a later 
interview  with  Cardiovascular  News,  the  present  study 
may  have  turned  up  a useful  clinical  marker  for  degrees  of 
arterial  patency  and  thus  for  identifying  those  with  severe 
residual  stenosis.  This  marker  is  the  time  elapsed  from 
onset  of  chest  pain  to  when  creatine  phosphokinase 
peaks. 

In  this  series,  patients  with  95-99%  residual  stenosis 
showed  a peak  CPK  a mean  of  13.5  hours  from  onset  of 
pain;  among  those  with  80-94%  stenosis,  peak  CPK  was 
at  12.7  hours;  and  among  those  with  80%  stenosis, 
peak  CPK  was  at  10.3  hours. 

Of  the  110  patients,  all  with  chest  pain  and  ECG 
abnormalities  consistent  with  AMI,  average  time  from 
start  of  pain  to  start  of  I.V.  streptokinase  was  2 hours  45 
minutes.  All  received  15  million  units  over  30  minutes. 
Two  to  12  days  after  streptokinase  therapy,  selective 
coronary  arteriograms  were  performed  in  all  but  5 (who 
died  before  angiography  was  done).  In  the  series  as  a 
whole,  the  affected  artery  was  patent  after  streptokinase 
in  86  patients,  or  78.2%,  and  occluded  in  19,  or  17.3%.  Of 
those  experiencing  their  first  MI,  the  affected  artery  was 
patent  in  81.7%  and  occluded  in  14%.  Of  those  who  had 
had  a previous  MI  58.8%  had  a patent  artery  at  the  time 
of  angiography.  Patency  rates  were  similar  in  this  group 
in  both  anterior  and  inferior  infarctions. 

There  were  only  2 cases  of  anterior  infarction  in 
patients  wiht  previous  Mis  and  both  had  patent  arteries. 
Among  those  with  inferior  Mis  with  previous  infarction, 
40%  had  occluded  arteries  and  53%  were  patent.  Angio- 
graphic information  was  not  available  on  the  balance. 
The  site  of  lesion  did  not  affect  the  patency  rate.  Dr.  de 
León  said,  since  81%  of  those  with  proximal  lesions  and 
83%  with  distal  lesions  showed  patent  arteries. 

“However,  presence  of  collaterals  was  associated  with 
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a significantly  lower  patency  rate,”  he  said.  “Of  the  13 
cases  with  occluded  arteries,  only  4 had  had  previous 
infarction,  and  9 were  in  first  MI  patients.  Only  38%  of 
these  patients  had  a patent  artery  as  opposed  to  92%  in 
those  without  collaterals  demonstrable  by  angiography.” 

Looking  at  these  findings.  Dr.  de  León  said  the  wide 
range  of  success  rates  from  30  to  96%  using  I.V.  strepto- 
kinase may  in  part  be  explained  by  the  “mix”  of 
patients — some  with  collaterals,  some  not,  and  some  with 
previous  MI,  some  not. 

“We  would  like  to  have  larger  numbers,  either  to 
confirm  these  findings  or  to  determine  if  they  represent  a 
statistical  quirk,”  he  said. 


POST-MI  PATIENTS  AT  GREATER  RISK  OF 
CONDUCTION  DISTURBANCE  WITH  PTCA 
THAN  WITH  STREPTOKINASE 


New  findings  indicate  that  serious  conduction  distur- 
bances — ventricular  tachycardia/fibrillation  or  asystole — 
occur  much  more  frequently  in  myocardial  infarction 
patients  reperfused  by  percutaneous  transluminal  coro- 
nary angioplasty  (PTCA)  than  in  those  reperfused  by 
streptokinase.  The  disturbances  appear  to  be  unrelated  to 
MI  location,  initial  or  post-reperfusion  ventricular 
function,  or  initial  or  post-reperfusion  trans-stenotic 
gradient.  Rather,  the  rhythm  disturbances  may  reflect  the 
degree  of  reperfusion  injury.  Most  of  the  arrhythmias 
occurred  after  PTCA  performed  on  the  right  coronary 
artery. 

The  data  were  reported  at  the  58th  Scientific  Sessions 
of  the  American  Heart  Association  by  Dr.  Gerald 
C.  Timmis,  co-director,  Division  of  Cardiology,  William 
Beaumont  Hospital,  Royal  Oak,  Michigan  and  Clinical 
Professor,  Department  of  Health  Sciences  (Internal 
Medicine),  Oakland  University,  Rochester,  Michigan. 
Dr.  Timmis’  colleagues,  from  the  William  Beaumont 
Hospital  and  the  University  of  Michigan,  Ann  Arbor, 
include  Drs.  William  O’Neill,  Renato  G.  Ramos, 
V.  Gangadharan,  and  Seymour  Gordon. 

Nevertheless,  Dr.  Timmis  emphasized  in  an  interview 
with  Cardiovascular  News,  that  he  does  not  advise  against 
the  use  of  PTCA  in  MI  patients  on  the  basis  of  the  present 
study.  “All  of  the  arrhythmias  that  occurred  in  PTCA 
patients  were  hemodynamically  compromising  so  as  to 
require  resuscitative  efforts,”  he  said.  “However,  none 
resulted  in  a residual  morbidity  or  a mortality.”  On  the 
other  hand,  he  cautioned,  the  data  do  suggest  that  “it 
may  be  prudent  to  institute  pre-intervention  antiarrhy- 
thmic  therapy  in  patients  with  large  Mis  who  are  being 
considered  for  angioplasty,  especially  in  those  patients  in 
whom  the  MI  is  due  to  right  coronary  artery  disease.” 

The  purpose  of  the  study.  Dr.  Timmis  said,  was  to 
determine  whether  reperfusion  for  MI  affects  cardiac 
performance. 

Accordingly,  56  consecutive  MI  patients  were  ran- 
domly assigned  to  PTCA  or  streptokinase  within  12 
hours  of  chest  pain.  At  baseline,  age,  time  to  reperfusion, 
MI  location,  and  acute  ejection  fraction  were  similar  in 


the  two  groups,  he  said. 

Overall,  reperfusion  was  achieved  in  83  and  85%  of 
PTCA  and  streptokinase  patients,  respectively;  however, 
the  degree  of  residual  stenosis  was  “strikingly  higher” 
following  streptokinase  (85%)  than  following  PTCA 
(43%).  “This  finding  is  not  surprising,”  Dr.  Timmis  told 
Cardiovascular  News,  “since  PTCA  affects  the  underlying 
fixed  atherosclerotic  component  of  the  occlusive  lesion 
involving  the  infarct  vessel. 

Eight  patients  had  ventricular  tachycardia  or  ventricu- 
lar fibrillation  and  one  had  asystole  after  reperfusion;  8 of 
these  arrhythmias  were  in  PTCA  patients.  Again,  there 
was  a greater  incidence  of  reperfusion  arrhythmias 
following  manipulation  of  the  right  coronary  artery. 

Because  there  was  a “clustering”  of  arrythmias  in  the 
PTCA  group,  the  investigators  decided  to  compare  the 
PCTA  patients  with  reperfusion  arrhythmias  to  those 
without  reperfusion  arrhythmias  (4  PTCA  patients  had 
“coincident  arrhythmias”  defined  as  “arrhythmias  that 
occurred  during  catheterization  or  within  3 hours  of  its 
termination”).  The  Timmis  group  “found  no  difference 
in  symptom  duration,  acute  ejection  fraction,  change  in 
ejection  fraction,  the  acute  trans-stenosis  gradient,  or  a 
change  in  the  gradient.  In  fact,  the  only  significant  dif- 
ference among  PTCA  patients  with  reperfusion  arrhy- 
thmias, those  without  reperfusion  arrhythmias,  and 
those  with  coincident  arrhythmias  was  in  the  peak 
creatine  kinase  estimate  of  infarct  size  following  reperfu- 
sion.” Specifically,  in  PTCA  patients  with  reperfusion 
arrhythmias,  their  peak  CK  exceeded  4600  international 
units  compared  to  3395  in  patients  with  coincident 
arrhythmias  and  2558  in  patients  with  no  reperfusion 
arrhythmias. 

As  for  specific  pre-intervention  strategy  in  MI  patients 
undergoing  PTCA,  Dr.  Timmis  said  he  favors  either 
lidocaine  or  procainamide,  although  recent  data  suggest 
that  alpha-adrenergic  blockade  may  be  a better  preven- 
tive of  reperfusion  arrhythmias.  In  addition,  he  pointed 
out,  “there  have  been  recent  reports  commending  the  use 
of  verapamil  for  the  same  indication.”  Dr.  Timmis  also 
pointed  out  that  alpha-adrenergic  and  calcium  channel 
blockades  may  also  be  the  best  treatment  for  reperfusion 
arrhythmias  “once  they  have  occurred.” 


CINE  CT  ESTABLISHING  VALIDITY  AS 
DIAGNOSTIC  MODALITY  FOR  CORONARY 
HEART  DISEASE  PROBLEMS 


Cine  CT  is  moving  ahead  in  clinical  trials  and  is 
proving  to  be  a useful  diagnostic  modality  for  coronary 
heart  disease,  according  to  a cardiovascular  specialist  at 
the  University  of  Iowa  Medical  Center,  Iowa  City. 

“Cine  CT  is  going  to  provide  extraordinarily  good 
images  of  the  cardiovascular  system  and  eventually  may 
become  one  of  the  dominant  diagnostic  procedures  in  the 
care  of  patients  with  heart  disease,”  Dr.  Melvin  Marcus 
told  Cardiovascular  News  at  the  recent  science  writers’ 
forum  of  the  American  Heart  Association.  Dr.  Marcus  is 
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Professor  of  Medicine,  Cardiovascular  Center,  University 
of  Iowa. 

The  new  device  can  obtain  images  in  50  milliseconds 
instead  of  1 or  2 seconds  by  conventional  CT — a major 
difference  in  the  two  modalities,  according  to  Dr.  Marcus. 

There  are  now  five  clinical  centers  in  the  U.S.  using  cine 
CT  with  patients,  he  pointed  out.  Clinical  experience  and 
experimental  studies  are  rapidly  increasing.  At  the 
University  of  Iowa  Hospitals,  4 to  6 studies  are  being 
performed  every  day.  Dr.  Marcus  said.  “Some  of  the 
studies  are  for  very  well  defined  indications,  reimbur- 
sable by  third-party  carriers,  while  some  are  being  used 
for  procedures  which  are  in  the  process  of  being 
developed.” 

He  said  this  technique  can  provide  diagnostic  informa- 
tion in  3 of  the  4 major  diagnostic  areas  — cardiac 
structure  and  function,  graft  patency  and  flow  reserve, 
and  regional  myocardial  perfusion  and  reserve — which 
means  this  technology  should  be  of  value  in  the  care  of 
patients  with  coronary  disease. 

Dr.  Marcus  explained  the  three  major  functions  of 
cine  CT:  It  can  look  at  the  structure  of  the  cardiac  system 
and  define  the  shape  and  function  of  the  cardiac 
chambers  and  the  great  vessels;  second,  it  can  detect 
whether  coronary  bypass  grafts  are  opened  or  closed  and 
what  the  flow  rates  are  in  the  bypass  grafts;  third,  it  will 
be  able  to  measure  blood  flow  in  the  left  ventricle,  so  that 
it  will  be  possible  to  measure  changes  in  myocardial 
perfusion. 

“At  the  present  time,  conventional  CT  cannot  do  any 
of  these  things  very  well  at  all  and  we’re  hoping  that  cine 
CT  will  be  able  to  do  them  all  very  well,”  Dr.  Marcus 
said. 

He  noted  that  there  is  some  overlap  between  CT, 
magnetic  resonance  imaging,  and  positron  emission 
tomography.  The  present  generation  of  MRI  devices 
obtain  cardiac  images  very  slowly.  Typically,  it  takes 
from  1 to  2 hours  to  get  a cardiac  study  with  MRI  while, 
with  cine  CT,  this  can  be  done  in  seconds.  He  also  noted 
that  it  is  not  now  possible  to  measure  flow  rates  in  bypass 
grafts  or  in  the  myocardium  with  MRI.  On  the  other 
hand,  he  said,  cine  CT  does  require  ionizing  radiation 
and  use  of  a contrast  agent,  while  MRI  does  not. 

Although  the  full  clinical  applicability  of  this  diag- 
nostic modality  has  not  yet  been  fully  described, 
according  to  Dr.  Marcus,  it  is  likely  that  cine  CT  will  be  of 
great  value  in  the  care  of  patients  with  heart  disease.  With 
a cine  CT  scanner,  studies  can  be  done  on  an  outpatient 
basis,  in  a relatively  noninvasive  manner,  and  provide 
diagnostic  information  often  more  precise  and  quantita- 
tive than  that  obtainable  by  other  approaches. 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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blood  pressure,  and  that  the  effect  of  alcohol  on  increased 
risk  may  be  reversible.  Compared  with  subjects  who 
maintained  or  increased  their  alcohol  consumption, 
those  who  cut  down  on  their  drinking  showed  decreased 
risk  for  hemorrhagic  stroke. 
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AIDS  A LEADING  CAUSE  OF  DEATH 
IN  NEW  YORK 


HEAVY  ALCOHOL  CONSUMPTION  TRIPLES 
RISK  FOR  STROKE 


The  risk  for  hemorrhagic  stroke  is  nearly  three  times 
greater  for  heavy  drinkers  than  for  nondrinkers, 
according  to  a report  in  JAMA. 

“When  adjusted  for  risk  factors,  the  relative  risk  of 
hemorrhagic  stroke  among  light,  moderate,  and  heavy 
drinkers  compared  with  nondrinkers  was  2.3,  2.5,  and 
2.9,  respectively,”  say  Richard  P.  Donahue,  PhD,  of  the 
National  Heart,  Lung  and  Blood  Institute,  Bethesda,  and 
colleagues.  Their  findings  come  from  a 12-year  prospec- 
tive study,  part  of  the  Honolulu  Heart  Program,  a larger 
study  of  cardiovascular  diasease  begun  in  1965  and 
incluiding  8,006  men. 

Those  free  of  stroke  on  entry  to  the  study  included 
2,916  nondrinkers  of  alcohol  and  4,962  drinkers,  the 
researchers  say.  In  12  years  of  follow-up,  197  drinkers 
and  93  nondrinkers  experienced  a stroke;  190  of  these 
were  thromboembolic  (the  most  common  type  of  stroke), 
76  were  hemorrhagic,  and  24  were  strokes  of  unknown 
origin. 

The  rate  for  thromboembolic  stroke  increased  only 
slightly  with  alcohol  intake,  the  researchers  observe, 
while  the  increased  rate  of  hemorrhagic  stroke  with  level 
of  alcohol  intake  was  much  clearer;  light  drinkers  had 
twice  the  risk  of  nondrinkers  and  the  heaviest  drinkers 
had  five  times  the  risk.  For  total  stroke,  the  rates  among 
the  heaviest  drinkers  were  nearly  twice  those  of  non- 
drinkers, while  moderate  drinkers  experienced  a 50 
percent  increase.  The  effect  of  alcohol  was  independent 
of  other  risk  factors,  including  age,  weight,  blood 
pressure,  serum  cholesterol  level, and  cigarette  smoking. 

Earlier  reports  suggested  that  alcohol  increased  the 
risk  for  stroke  by  increasing  a person’s  blood  pressure, 
the  researchers  say.  But  the  Honolulu  Heart  Program 
previously  reported  that  alcohol  was  related  to  intra- 
cranial hemorrhage,  even  after  control  of  systolic  blood 
pressure.  This  study,  with  longer  follow-up,  extends  the 
finding  and  adds  that  the  risk  increases  monotonically 
with  increased  alcohol  intake,  and  that  the  relationship 
persists  even  after  controlling  for  hypertensive  status. 

This  study  also  suggests  that  the  relationship  is 
independent  of  any  future  development  of  chronic  high 


Acquired  immunodeficiency  syndrome  (AIDS)  is  the 
leading  cause  of  death  for  men  in  New  York  City  aged  30 
to  39  years,  and  the  second  leading  cause  of  death  for 
women  aged  30  to  34  years,  according  to  a report  in 
JAMA.  Another  study  of  children  born  to  women  with 
antibody  to  the  AIDS  virus  indicates  that  symptoms  vary 
among  such  children,  while  others  may  be  asymptomatic. 

Alan  R.  Kristal,  DrPH,  of  the  New  York  City 
Department  of  Health,  reports  that  for  New  York 
residents,  almost  10  percent  of  the  years  of  potential  life 
lost  to  males  aged  15  to  64  years  is  due  to  AIDS,  and  for 
females,  3.6  percent.  In  1984,  the  AIDS  mortality  rate  per 
100,000  persons  aged  15  to  64  was  42.2  for  males  and  5.3 
for  females.  For  both  men  and  women  in  the  highest-risk 
age  group,  20  to  44  years,  blacks  and  Hispanics  have 
higher  mortality  rates  than  Asians  or  whietes,  Kristal 
says,  which  is  believed  to  be  related  to  drug  abuse. 

“These  findings  document  the  enormous  increases  in 
premature  mortality  attributable  to  AIDS,”  Kristal 
observes.  Since  recognition  of  the  syndrome  in  1981, 
more  than  4,400  cases  have  been  reported  in  New  York 
City;  1,799  deaths  were  attributed  to  AIDS  between  1980 
and  1984.  The  incidence  continues  to  increase  each  year, 
he  says,  with  64  percent  more  cases  reported  in  the  first 
six  months  of  1985  (1,094  cases)  than  in  the  same  period 
of  1984  (666  cases). 

In  1984,  AIDS  accounted  for  6.2  percent  of  all  deaths 
in  New  York  males  aged  15  to  64  years,  and  was  one  of  the 
five  leading  causes  of  death  in  men  between  the  ages  of  24 
and  54  years.  Other  leading  causes  were  homicide, 
cirrhosis,  heart  disease  and  cancer. 

Another  study  of  New  York  area  residents  focuses  on 
children  affected  by  AIDS.  Savita  Pahwa,  MD,  of 
Cornell  University  Medical  College,  Manhasset,  NY,  and 
colleagues  assessed  clinical  characteristics  of  36  children 
born  to  mothers  who  were  antibody  positive  to  HTLV- 
III.  All  36  had  serologic  and/or  virologic  evidence  of 
HTLV-III  infection:  34  of  the  children  were  AIDS  virus 
antibody-positive,  and  two  of  the  children  were 
antibody-negative  but  had  evidence  of  the  virus  in  their 
peripheral  blood  lymphocytes. 

Seven  of  the  children  had  no  symptoms  suggestive  of 
AIDS,  the  researchers  say,  and  symptoms  varied  widely 
among  the  29  who  were  symptomatic.  Fourteen  of  these 
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children  fit  the  revised  criteria  for  having  AIDS,  based  on 
presence  of  opportunistic  infections  and/or  lymphocytic 
interstitial  pneumonitis;  the  other  15  were  described  as 
having  AIDS-related  complex  (ARC).  Besides  opportu- 
nistic infections,  some  children  with  AIDS  or  ARC  had 
serious  bacterial  infections,  resulting  in  meningitis,  at 
least  two  episodes  of  pneumonia,  and  sepsis. 

Other  symptoms  noted  in  children  with  AIDS  or  ARC 
included  salivary  gland  enlargement,  malignancies,  and 
microcephaly  and  neurologic  abnormalities  in  infants. 
Common  “nonspecific”  features  included  lymphadeno- 
pathy,  enlargement  of  the  liver  or  spleen,  failure  to  thrive, 
recurrent  otitis  media,  thrush  or  diaper  rash  indicative  of 
moniliasis.  Immunologic  dysfunction  was  noted  in  all 
symptomatic  and  two  asymptomatic  children. 

Only  nine  of  the  mothers  were  symptomatic,  the 
researchers  point  out,  demonstrating  that  apparently 
healthy  women  can  transmit  HTLV-III/LAV  infection 
to  their  offspring. 

In  the  letters  section  of  Friday’s  JAMA,  Umberto 
Tirelli,  MD,  and  colleagues,  of  Centro  di  Riferimento 
Oncológico,  Aviano,  Italy,  say  that  IV  drug  users  are 
more  likely  to  transmit  AIDS  through  shared  needles 
than  through  heterosexual  contact.  They  base  their 
findings  on  a study  of  30  couples  in  which  both  partners 
used  IV  drugs,  and  21  couples  in  which  only  one  member 
used  IV  drugs. 

“The  low  prevalence  of  HTLV-III  antibody  among 
non-drug-injecting  heterosexual  partners  of  seropositive 
IV  drug  abusers  suggests  that,  at  this  time,  sexual  trans- 
mission HTLV-III  in  this  population  occurs  infrequently 
(8  percent),  maybe  due  to  the  low  frequency  of  sexual 
contacts,”  they  say. 

Another  report  suggests  that  although  dialysis  patients 
may  be  at  risk  for  contracting  the  AIDS  virus  because  of 
frequent  blood  transfusions,  these  transfusions  may  lead 
to  false-positive  results  of  enzyme  immunoassay  tests. 
Thomas  A.  Peterman,  MD,  MSc,  of  the  Centers  for 
Disease  Control,  Atlanta,  and  colleagues  report  that  25 
(4.8  percent)  of  520  hemodialysis  patients  were  seropo- 
sitive for  antibody  to  HTLV-III  by  enzyme  immunoas- 
say. However,  21  showed  low  reactivity  to  the  enzyme 
immunoassay  test  and  all  21  had  negative  results  of 
western  blot  tests  and  negative  cultures.  The  researchers 
found  that  HTLV-III/LAV  was  not  transmitted  in  the 
dialysis  centers. 
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PUBLIC  SCHOOLS  LIABLE  FOR 
STUDENT  HEALTH 


While  a youngster  is  in  school,  or  even  participating  in 
a school  activity,  the  school  is  responsible  for  the  medical 
welfare  of  the  student,  says  William  B.  Smith,  JD,  AMA 
director  of  health  law,  in  JAMA. 

Furthermore,  failure  to  respond  reasonably  to  a 
foreseeable  occurrence  is  negligence  and  could  render  the 
school  responsible  for  any  injury  suffered  by  the  student. 


Smith  adds.  His  comments  appear  in  the  Questions  and 
Answers  section  of  JAMA  in  respose  to  a query 
concerning  diabetic  students  who  participate  in  the 
school  band,  which  occasionally  travels  out  of  town. 

“If  it  is  known  that  a child  is  diabetic,  the  school  must, 
in  the  exercise  of  due  care,  be  prepared  to  treat  the  child’s 
condition,”  Smith  says.  “If  the  child  experiences  an 
elevated  blood  glucose  level  or  an  insulin  reaction  while 
in  school  or  while  participating  in  a school  function,  the 
school  must  be  prepared  to  treat  the  child’s  condition 
effectively. 

“This  may  involve  treatment  by  a teacher  or  band 
director  who  has  been  trained  to  recognize  and  treat  such 
diabetic  conditions.  It  may  invovolve  the  presence  of  a 
nurse  or  physician,  or  it  may  require  transporting  the 
child  to  a hospital.”  Schools  are  additionally  responsible 
for  interventions  by  well-meaning  third  parties  unrelated 
either  to  the  student  or  the  school.  “In  fact,  the  inter- 
vention may  present  a complication  that  would  only 
increase  the  school’s  exposure  to  liability,”  Smith  says. 

To  limit  or  avoid  liability,  the  school  immediately 
should  implement  a plan  for  care  and  treatment  of 
diabetic  youngsters  who  may  experience  symptoms 
associated  with  a “brittle”  diabetic  condition.  “Someone 
should  be  immediately  available  who  is  trained  to 
recognize  and  respond  to  the  child’s  diabetic  problem,” 
Smith  says. 

These  requirements  are  mandated  by  federal  law, 
which  provides  that  handicapped  children  should  be 
educated  with  children  who  are  not  handicapped.  The 
law  does  not  include  an  indemnity  provision,  “and  as  a 
result  schools  are  liable  to  their  students  for  injuries 
resulting  from  ordinary  negligence.” 
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ALL-TERRAIN  VEHICLES  DANGEROUS 
TO  HEALTH 


Three-wheeled  all-terrain  vehicles  (ATV  as  or  “three- 
wheelers”)  may  be  more  dangerous  than  they  appear, 
according  to  a study  published  in  JAMA.  In  Alaska, 
from  January  1983  through  December  1984,  there  were 
20  deaths  and  534  injuries  associated  with  ATVs. 

Suzanne  M.  Smith,  MD,  of  the  Centers  for  Diasease 
Control,  Atlanta,  and  John  P.  Middaugh,  MD,  of  the 
Department  of  Health  and  Social  Services,  State  of 
Alaska,  Anchorage,  report  that  ATV  injuries  and 
fatalities  are  associated  with  alcohol  use,  nonuse  of 
helmets,  speeding,  too  many  passengers,  and  driver  inat- 
tention and  inexperience. 

“Of  the  20  fatalities,  12  (60  percent)  might  have  been 
prevented  had  the  riders  been  wearing  a helmet,”  the 
researchers  say.  Ten  persons  died  as  a result  of  direct 
impact  to  the  head,  and  only  two  of  these  wore  helmets. 
Four  others  not  wearing  helmets  died  after  presumed  loss 
of  consciousness.  Fifteen  of  the  victims  were  drivers,  the 
report  adds;  12  of  the  drivers  and  three  of  the  five 
passengers  had  blood  alcohol  levels  detected  or  suspected 
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by  police.  “In  seven  of  nine  drivers  tested,  the  blood 
alcohol  concentration  exceeded  0. 1 g/dL,  the  legal  limit 
for  intoxication,”  the  researchers  say. 

The  researchers  also  studied  data  on  234  ATV  injury 
incidents  (involving  237  riders)  reported  to  the  Alaska 
Departments  of  Public  Safety  and  Transportation.  Only 
10  percent  of  riders  were  wearing  helmets,  they  observe. 
Although  the  vehicles  are  marketed  for  off-road  use  and 
are  illegal  to  drive  on  roadways,  148  incidents  (63 
percent)  occurred  on  designated  roadways.  And  although 
the  vehicles  are  designed  for  use  by  a single  rider,  68 
(29  percent)  of  the  234  incidents  involved  multiple  riders. 

“Of  the  195  incidents  in  which  police  reported  a single 
contributing  factor,  45  (23  percent)  involved  alcohol  use, 
36  (18  percent)  involved  speeding,  28  (14  percent) 
involved  driver  inexperience,  and  25  (13  percent) 
involved  driver  inattention,”  the  researchers  say. 
“Apparently,  instability  of  the  vehicle,  resulting  in 
rollovers  during  turns,  was  not  the  cause  of  injury  in  the 
majority  of  cases,”  they  add,  since  most  incidents 
occurred  when  the  vehicle  was  moving  straight  ahead  on 
a level,  dry  road  surface  during  daylight  hours. 

Hospitalization  during  the  two-year  period  for 
treatment  of  ATV  injuries  cost  an  estimated  $1.5  million, 
according  to  the  report.  This  does  not  include  costs  for 
long-term  care  of  severely  disabled  persons  or  the  true 
costs  of  impairment  and  lost  productivity,  the  researchers 
observe.  Alaska’s  hospitalization  rate  for  ATV-related 
injuries  is  similar  to  national  estimates,  but  the  fatality 
rate  is  approximately  eight  times  higher. 

“Through  July,  1985,  the  U.S.  Consumer  Product 
Safety  Commission  received  reports  of  233  deaths  and 
155,000  injuries  related  to  ATV  use,  prompting  some 
commission  members  to  call  for  a ban  on  ATV  sales,  a 
product  recall,  or  enactment  of  federal  regulation,”  the 
researchers  say.  Their  study  suggests  that  proper  safety 
precautions  could  substantially  reduce  the  number  of 
ATV-related  injuries  and  deaths. 

JAMA  May  9,  1986 


NEW  USE  OF  SUBSTANCES  HOLDS  HOPE 
FOR  ARTHRITIS  CONTROL 


The  combined  use  of  three  agents  holds  promise  for 
treatment  of  severe  rheumatoid  arthritis,  according  to  a 
study  in  JAMA.  Mary  Ellen  Csuka,  MD,  and  colleagues 
from  the  Medical  College  of  Wisconsin  in  Milwaukee, 
treated  31  patients  with  arthritis  resistant  to  conventional 
therapy  with  cyclosphosphamide,  azathioprine  and 
hydroxychloroquine  sulfate.  “Disease  suppression  began 
in  30  patients  within  three  to  24  months  (mean,  nine),” 
the  researchers  say.  After  43  months,  16  had  complete 
remission,  seven  near  remission,  seven  partial  suppres- 
sion, and  one  with  no  response. 

JAMA  May  2.  1986 


CAROTID  ENDARTERECTOMY  RISKY, 
OVERUSED: STUDY 


Carotid  endarterectomy  (removal  of  plaque  from  the 
carotid  artery),  now  the  most  common  major  noncardiac 
vascular  operation  in  the  United  States,  has  an  unac- 
ceptably high  death  rate,  according  to  a report  in  JAMA. 
The  report,  based  on  a review  of  all  carotid  endar- 
terectomies performed  in  the  Cincinnati  area  from  July 
1983  through  June  1984,  suggests  that  many  of  the 
estimated  40,000  to  60,000  procedures  done  each  year  in 
the  United  States  may  be  unnecessary. 

Thomas  G.  Brott,  MD,  of  the  University  of  Cincinnati 
College  of  Medicine,  and  colleagues  say  that  although  the 
morbidity  associated  with  the  operation  have  declined  in 
recent  years,  substantial  risks  remain.  “The  perioperative 
stroke  rate  fell  from  8.6  percent  in  1980  to  5.1  percent  in 
1983  and  1984;  operative  mortality  declined  from  2.8 
percent  to  2.3  percent;  and  the  combined  stroke  or  death 
rate  declined  form  9.5  percent  to  6.5  percent,”  they  say. 
At  the  same  time,  the  number  of  operations  increased  74 
percent,  from  431  in  1980  to  750  during  1983-1984. 

Half  of  all  procedures  were  performed  in  patients  with 
asymptomatic  carotid  disease,  according  to  the  report. 
“The  combined  stroke  or  death  rate  for  asymptomatic 
patients  declined  from  6.9  percent  to  5.3  percent,  but 
both  rates  were  higher  than  the  3 percent  suggested  as 
acceptable  for  prophylactic  carotid  endarterectomy,”  the 
researchers  say.  They  note  that  earlier  community  studies 
have  suggested  that  carotid  endarterectomy  is  being 
performed  too  frequently  on  a nationwide  basis. 

The  researchers  identified  six  indications  for  surgery; 
these  included  transient  ischemic  attacks  (33  percent  of 
all  operations),  asymptomatic  bruit  or  stenosis  (30  per- 
cent), previous  stroke  (17  percent)  and  dizziness  without 
cranial  nerve  symptoms  (1 1 to  14  percent).  They  suggest 
that  the  increased  number  of  surgeries  may  be  attributed 
to  improved  diagnostic  techniques  rather  than  to  a more 
aggressive  surgical  approach. 

Controlled  trials  are  needed  to  compare  the  benefits  of 
medical  and  surgical  therapies  in  both  symptomtic 
patients,  the  researchers  conclude.  Until  that  time,  “a 
much  more  conservative  approach  to  asymptomatic 
patients  is  warranted  within  the  general  medical 
community,”  they  say. 

“If  prophylactic  carotid  endarterectomy  is  not  an 
effective  therapy  compared  with  the  best  medical  therapy 
available  (eg,  risk  factor  reduction  and  antiplatelet 
agents),  then  nationwide  many  of  the  estimated  40,000  to 
60,000  or  more  of  the  endarterectomies  performed 
annually  for  asymptomatic  disease  might  be  unnecessary.” 

JAMA  May  16.  1986 

HEART  ATTACK  DEATHS  DECLINE  FOR 
MIDDLE-AGED 

Both  in-hospital  and  out-of-hospital  coronary  deaths 
decreased  from  1975  to  1981,  according  to  a Massachusetts 
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Study  reported  in  JAMA.  The  study  attributes  the  decline 
to  beneficial  life-style  changes,  earlier  hospital  admission 
and  improved  hospital  management  of  heart  patients. 

“The  age-adjusted  mortality  rates  of  out-of-hospital 
coronary  heart  disease  (CHD)  deaths  significantly 
declined  between  1975  (229/100,000)  and  1981 

(147/100,000),”  report  Robert  J.  Goldberg,  PhD,  and 
colleagues  of  the  University  of  Massachusetts  Medical 
School  in  Worcester.  Age-adjusted  in-hospital  case- 
fatality  rates  declined  steadily  from  22.1  percent  in  1975 
to  20.3  percent  in  1978  and  17.4  percent  in  1981.  The 
researchers  noted  no  significant  differences  in  long-term 
survival  of  heart  attack  patients  discharged  in  1975,  1978 
or  1981. 

Despite  decreases  in  death  rates,  the  age-adjusted  rate 
for  initial  heart  attacks  increased,  from  254/100,000  in 
1975  to  280/100,000  in  1981,  according  to  the  report. 
Recurrent  heart  attacks  also  increased  from  133/100,000 
in  1975  to  156/100,000  in  1981.  “These  overall  increases 
were  due  to  an  increase  among  those  65  years  of  age  and 
older,  with  no  significant  changes  observed  in  those  less 
than  65  years  old,”  the  researchers  say.  They  suggest  that 
beneficial  life-style  changes  may  have  led  to  a plateau  in 
the  rate  of  heart  attacks  for  younger  and  middle-aged 
adults. 

The  community  wide  study  included  data  from  16 
acute  general  hospitals  in  the  Worcester  area.  Nationally, 
there  has  been  a dramatic  decline  in  the  number  of  deaths 
attributed  to  CHD,  the  researchers  say.  Their  study 
examined  whether  this  decline  might  be  due  to  decreased 
incidence  of  heart  attacks  and/or  sudden  death  or  to 
improved  survival  in  patients  with  established  CHD. 

“The  results  of  this  population-based  survey  suggest 
that  recently  observed  declines  in  the  mortality  rates  of 
CHD  may  reflect  decreases  in  out-of-hospital  coronary 
deaths  and  improving  trends  in  the  in-hospital  survival  of 
patients  with  acute  myocardial  infarction  (MI),”  the 
researchers  conclude.  They  add  that  the  increased  heart 
attack  rate  may  reflect  improved  diagnostic  sensitivity 
and  recognition  of  acute  MI,  as  well  as  increased  numbers 
of  patients  admitted  for  evaluation  of  chest  pain. 

JAMA  May  23,  1986 

EARLY  SUNSCREEN  USE  REDUCES 
CANCER  RISK 


Use  of  sunscreen  during  the  first  18  years  of  life  could 
reduce  the  lifetime  incidence  of  skin  cancer  by  78  percent, 
according  to  a report  in  the  May  Archieves  of 
Dermatology.  Robert  S.  Stern,  MD,  of  Harvard  Medical 
School  in  Boston,  and  colleagues  used  a mathemtical 
model  ba.sed  on  epidemiologic  data  to  quantify  potential 
benefits  of  a screen  with  a protective  factor  of  15. 
Additional  benefits:  reduced  risk  of  sunburn,  retarded 
pace  of  skin  aging,  and  reduced  risk  of  melanoma  as  well 
as  of  basal  and  squamous  cell  carcinomas  of  the  skin  (the 
cancers  used  in  mathematical  model).  “We  recommend 
that  pediatricians  encourage  sunscreen  use  and  sun 
avoidance  as  a regular  part  of  pediatric  preventive  health 
care,”  the  researchers  conclude. 


BUTTON  BATTERIES  IN  EAR 
PARTICULARLY  DANGEROUS 


The  new  button  batteries  are  considerably  more 
dangerous  than  most  foreign  bodies  in  the  ear  or  nose 
because  they  are  capable  of  producing  rapid  tissue 
destruction  on  contact  with  moist  tissue,  say  Joseph  M. 
Capo,  MD,and  Frank  E.  Lucente,  MD,  of  New  York  Eye 
and  Ear  Infirmary  in  the  May  Archives  of  Otolaryngology- 
Head  and  Neck  Surgery.  “We  treated  two  patients  with 
disk  batteries  in  the  ear  and  nose,”  they  say.  “Both 
patients  had  severe  local  reactions,  necessitating  pro- 
longed treatment.”  Tissue  destruction  from  batteries 
probably  is  a combination  of  leakage  of  electrolyte 
solution,  tissue  electrolysis  caused  by  low-voltage  direct 
current,  and  pressure  necrosis.  Prompt  removal  is  called 
for  because  of  the  rapidity  with  which  serious  tissue 
damage  can  occur,  the  researchers  say. 


SURVIVAL  SIMILAR  FOR  RADIOTHERAPY 
AND  ENUCLEATION 


A nonrandomized  study  from  the  Wills  Eye  Hospital 
in  Philadelphia  suggests  that  survival  times  for  patients 
with  eye  cancer  is  similar  whether  the  eye  is  removed  or 
treated  with  cobalt  plaque  radiotherapy.  Reporting  in  the 
May  Archives  of  Ophthalmology,  James  J.  Augsburger, 
MD,  and  colleagues  say  they  treated  140  patients  with 
enucleation  and  97  with  radiotherapy.  While  many  of  the 
latter  patients  eventually  will  lose  vision  and  some  may 
lose  the  treated  eye,  “Patients  generally  prefer  to  retain 
their  own  eye,  even  if  it  is  blind,”  the  researchers  say. 
Commenting  on  the  study,  Stuart  L.  Eine,  MD,  of 
Baltimore,  says,  “These  preliminary  data  are  important.” 
They  suggest  that  a prospective  randomized  trial  be 
conducted  to  give  a definitive  answer  as  to  whether  or  not 
the  eye  should  be  removed  in  such  cases. 


REPORT  DUAL  PERSONALITY  ASSOCIATED 
WITH  EPILEPSY 


Two  individuals  with  well-defined  seizure  problems 
developed  dual  personalities,  according  to  a report  in  the 
May  Archives  of  Neurology.  D.  Frank  Benson,  MD,  and 
colleagues  from  UCLA  School  of  Medicine  in  Los 
Angeles,  say,  “One  personality  was  irritable  and  hostile, 
the  other  placid;  in  each  case,  a major  seizure  preceded 
the  shift  from  the  former  to  the  latter.”  In  addition,  each 
personality  could  not  remember  the  other.  “The 
underlying  cause  of  this  phenomenon  is  unknown,  but  a 
relationship  between  seizure  discharge  and  limbic  system' 
(a  part  of  the  brain  associated  with  behavior)  dysfunction 
appears  possible,”  the  researchers  say.  Further  study 
may  shed  light  both  on  epileptic  behavior  disorders  and 
the  dual-personality  phenomenon,  they  add. 
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LOW-DOSE  ASPIRIN  EFFECTIVE 
ANTITHROMBOTIC  AGENT 


Daily  low-dose  aspirin  may  be  useful  as  an  antithrom- 
botic medication  in  a group  of  patients  at  high  risk  for 
thrombosis,  according  to  a report  in  the  May  Archives  of 
Internal  Medicine.  Marjorie  L.  Zucker,  MD,  of  the 
University  of  Kansas  School  of  Medicine  in  Kansas  City, 
and  colleagues  studied  normolipidemic  and  type  II 
hyperlipoproteinemic  patients  using  low-dose,  high-dose 
aspirin  and  placebo  and  found  that  low-dose  produced 
near  maximal  inhibition  of  platelet  generation.  “We  have 
accordingly  adopted  the  practice  of  prescribing  the 
smallest  available  marketed  preparation  of  aspirin 
(75-mg  aspirin  tablets,  one  per  day)  for  these  patients  and 
others  who  are  at  high  cardiovascular  risk,”  the 
researchers  say. 


DESCRIBE  PERTUSSIS  EPIDEMIC 
IN  OKLAHOMA 


A pertussis  (whooping  cough)  epidemic  involving  351 
children  during  calendar  year  1983  in  Oklahoma  is 
described  in  the  May  American  Journal  of  Diseases  of 
Children.  Benjamin  M.  Nkowane,  MD,  of  the  Centers  for 
Disease  Control  in  Atlanta,  and  colleagues  report  that  77 
of  the  patients  were  hospitalized,  and  that  47  contracted 
pneumonia.  Three  children  experienced  seizures,  three 
were  diagnosed  as  having  encephalopathy,  and  at  one 
year  follow-up  one  patient  had  persistent  seizures. 
“Aggressive  control  of  the  outbreak  was  attempted  in 
Oklahoma  City,”  the  researchers  say.  “However,  the 
effort  failed  to  immunize  82  percent  of  the  93 1 children  in 
the  initial  target  group.”  Commenting  editorially,  James 
D.  Cherry,  MD,  MSc,  says  the  epidemic  signals  an 
ominous  future  for  pertussis,  since  vaccine  numbers  have 
dropped  dramatically  during  the  past  four  years. 


LOW  TREATMENT  LEVELS  REPORTED  FOR 
DEPRESSED  PATIENTS 


A study  of  338  patients  with  major  depressive  disorders 
showed  that  most  received  low  levels  of  antidepressant  or 
psychotherapy,  according  to  a report  in  the  May  Archives 
of  General  Psychiatry.  Of  250  inpatients,  31  percent 
received  no  antidepressant  or  very  low  levels  of  such 
therapy.  Only  49  percent  received  200  mg  of  imipramine 
hydrochloride  for  four  consecutive  weeks.  Among  88 
outpatients,  29  percent  received  no  antidepressant 
therapy;  24  percent  received  low  levels;  and  onlv  19 
percent  received  200  mg  of  imipramine  hydrochloride 
for  four  weeks.  “We  interpret  these  findings  to  indicate 
that  there  is  a strong  possibility  that  the  actual  treatment 
of  severely  depressed  patients  may  fall  short  of  the  ideal, 
as  described  in  the  research  literature  and  in  modern 
clinical  teaching,”  say  Martin  B.  Keller,  MD,  of  the 
National  Institute  of  Mental  Health  in  Rockville,  Md., 
and  colleagues. 


MAGNETIC  RESONANCE  IMAGING  DETECTS 
TUMORS  EFFECTIVELY 


Magnetic  resonance  imaging  (MRI)  accurately  identified 
the  organ  of  origin  of  tumor  mas.ses  and  differentiated 
soft  tissue  from  fat,  fluid  or  hemorrhage  in  a study  involv- 
ing 139  children  reported  in  the  May  Archives  of  Surgery. 
Mervyn  D.  Cohen,  MB,  ChB,  of  Indiana  University 
School  of  Medicine  in  Indianapolis,  and  colleagues  say 
MRI  was  better  than  computed  tomography  in  defining 
size  and  extent  of  soft-tissue  tumor  masses,  was  accurate 
in  defining  spread  of  bone  sarcomas  in  bone  marrow  and 
in  defining  invasion  of  major  abdominal  blood  vessels  by 
Wilms’  tumors.  “As  a means  of  evaluating  pediatric 
neoplasms,  MRI  is  noninvasive,  painless  and  well 
tolerated  by  children,  and  it  uses  no  radiation,”  the 
researchers  conclude. 
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NO  DAMAGES  AWARDED  FOR  CHILD’S 
STILLBIRTH  AFTER  AMNIOCENTESIS 


A mother  may  not  recover  for  emotional  distress 
caused  by  the  stillbirth  of  her  child  due  to  negligence  in 
performing  an  amniocentesis,  the  highest  court  of  New 
York  ruled. 

The  physician  had  difficulty  in  performing  the 
amniocentesis.  When  he  finally  obtained  fluid  on  the 
third  attempt,  it  could  not  be  evaluated  due  to  an  exces- 
sive amount  of  blood  in  the  sample.  The  physician  told 
the  mother  that  her  unborn  child  was  normal,  even 
though  a nurse  in  his  office  had  been  unable  to  detect  a 
fetal  heartbeat  during  an  exam  about  three  weeks  after 
the  amniocentesis.  Later,  another  physician  examined 
her  and  informed  her  that  her  child  was  dead.  Labor  was 
induced  and  she  was  delivered  of  the  stillborn  male  child. 
Examination  of  the  child  revealed  three  hemorrhagic 
blisters,  each  approximately  one  centimeter  in  diamter. 
The  physician  who  delivered  the  child  stated  “that  there 
is  a possibility  of  a cause  and  effect  relationship  between 
the  aminocentesis,  the  return  of  the  bloody  fluid  at  the 
time,  and  the  subsequent  fetal  death.” 

Affirming  dismissal  of  the  mother’s  claim  for  pain, 
severe  disappointment,  anxiety,  despondency,  bitterness 
and  suffering  caused  by  the  stillbirth  of  her  child,  the  high 
court  said  that  she  could  not  recover  damages  for 
emotional  distress.  The  court  said  that  she  could  not 
recover  because  her  injuries  were  not  caused  contempo- 
raneously with  the  conduct  causing  the  death  of  the  fetus. 
She  also  failed  to  establish  a duty  by  the  physician  who 
performed  the  amniocentesis  to  the  mother. — Tebbutt  v. 
Virostek,  483  N.E.2d  1142,  493  N.Y.S.2d  1010(N.Y.Ct. 
of  App.,  June  13,  1985) 

$8,126,711  AWARDED  TO  RETARDED  CHILD 

A jury’s  award  of  $8,126,711,  for  a profoundly 
retarded  child  was  not  so  large  as  to  indicate  passion  or 
prejudice,  an  Illinois  appellate  court  ruled. 


Meningitis  and  ventriculitis  developed  in  a child 
shortly  after  his  birth  at  a county  hospital.  As  a result,  a 
substantial  portion  of  his  brain  was  destroyed.  By  the 
time  of  trial,  at  the  age  of  seven  and  a half  years,  he  was 
profoundly  and  severely  retarded,  unable  to  walk  or 
speak  or  to  be  toilet  trained.  He  suffered  seizures  and  had 
surgery  to  permit  full  extension  of  his  limbs.  Curvature  of 
the  spine  was  also  developing. 

The  hospital  and  physicians  admitted  liability  for  the 
child’s  injuries  prior  to  trial.  The  trial  proceeded  solely  on 
the  issue  of  damages. 

The  jury  awarded  the  child  $2,500,000  for  disability 
and  disfigurement;  $1,500,000  for  past  and  future  pain 
and  suffering;  $1,200,000  for  the  present  cash  value  of 
future  expenses  of  medical  care  and  services;  $2,579,725 
for  the  present  cash  value  of  future  expenses  for  necessary 
care  in  the  home;  and,  $346,986  for  the  present  cash  value 
of  lost  future  earnings  after  the  age  of  22  years.  The  award 
totaled  $8,126,711. 

On  appeal,  the  hospital  and  physicians  contended  that 
the  trial  court  erred  in  excluding  from  evidence  a report 
of  a study  of  the  life  spans  of  14,000  mentally  retarded 
persons  admitted  to  a hospital  over  a 47-year  period.  The 
findings  in  the  study  led  to  the  conclusion  that  an  institu- 
tionalized, profoundly  retarded  child  would  live  on  the 
average  to  an  age  to  only  25  years.  The  court  said  that 
since  two  of  the  authors  of  the  study  testified  as  to  its 
content  and  conclusions  and  the  mortality  tables  form 
the  study  were  admitted  into  evidence,  the  jury  was 
provided  with  all  of  the  relevant  information  it  could 
have  gotten  from  examining  the  study  itself.  The  court 
found  no  error  in  the  trial  court’s  refusal  to  admit  the 
study. 

The  hospital  and  physicians  also  contended  that  it  was 
error  to  base  the  award  on  al  life  expectancy  of  63.3  years 
when  the  evidence  showed  that  the  child  would  live  only 
to  his  midtwenties.  The  court  pointed  out  that  it  could 
not  be  said  that  the  child,  who  was  living  at  home  and 
receiving  personal  care  from  his  parents,  was  exposed  to 
the  same  hazards  as  the  patients  in  the  study.  Also, 
experts  testifying  for  the  child  said  that,  given  proper 
care,  he  could  be  expected  to  live  a normal  life  span. 

The  court  affirmed  the  judgment  entered  on  the 
$8,126,71 1 verdict. — Norihen  Trust  Company  v.  County  of 
Cook.  481  N.E.2d  957  (111. App. Ct.,  July  23,  1985; 
rehearing  denied,  Aug.  26,  1985) 
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HOSPITAL  NOT  LIABLE  FOR 
IVIISIDENTIFICATION  OF  AUTO 
ACCIDENT  VICTIM 


A hospital  was  not  liable  for  negligent  infliction  of 
emotional  distress  for  allegedly  misidentifying  an 
accident  victim,  the  South  Carolina  Supreme  Court 
ruled. 

Two  occupants  of  a car  were  taken  to  a hospital  in 
serious  condition.  They  were  both  unconscious.  The 
driver  was  identified  as  the  owner  of  the  automobile.  A 
highway  patrolman  calle  who  he  though  was  the  accident 
victim’s  parents  and  told  them  that  their  son  had  been 
seriously  injured  in  an  automobile  accident. 

The  parents  went  to  the  hospital  and  were  allowed  to 
see  their  son  prior  to  surgery.  Hospital  personnel  were 
working  on  the  patient  when  the  parents  went  in.  They 
stood  at  the  foot  of  the  stretcher  and  were  unable  to  see 
his  face.  They  noticed  that  the  patient  had  no  beard  and 
assumed  that  their  son’s  beard  had  been  shaved  in  prepa- 
ration for  surgery. 

About  seven  hours  after  the  initial  call  to  the  parents, 
hospital  personnel  discovered  that  the  driver  had  been 
misidentified.  The  driver  was  in  fact  one  of  the  passengers 
who  had  taken  the  son’s  car  earlier.  A jury  returned  a 
verdict  in  the  amount  of  $500  in  favor  of  the  parents  in  an 
action  against  the  hospital  for  negligently  misidentifying 
their  son. 

Reversing  the  decision,  the  Supreme  Court  said  that 
there  was  nothing  in  the  record  to  suggest  that  the 
hospital  was  negligent  under  the  circumstances.  The 
identification  was  made  by  a highway  patrolman,  who 
then  called  the  parents.  The  hospital  simply  relied  on  the 
identification  made  by  officials  at  the  scene  of  the 
accident.  In  addition,  the  parents  had  suffered  no 
physical  injury  in  support  of  their  claim.  In  order  to 
recover  on  a claim  of  negligent  infliction  of  severe 
emotional  distress  the  court  said  that  there  must  be  some 
objective  evidence  of  physical  injury  as  well. — Dooley  v. 
Richland  Memorial  Hospital,  322  S.E.2d  669  (S.C. 
Sup.Ct.,  Nov.  8,  1984) 


NEGLIGENCE  CLAIMED  IN  DEATH  OF  PATIENT 

A jury’s  finding  of  no  damage  in  a wrongful  death  and 
medical  malpractice  action  was  an  arbitrary  denial  of 
recovery,  a Texas  appellate  court  ruled. 

A patient  was  referred  to  an  internal  medicine 
specialist  for  evaluation  and  treatment  of  a possible 
diabetic  condition.  After  examining  him  on  March  8, 
1978,  the  physician  concluded  that  the  patient  was  mildly 
afflicted  with  Type  II  diabetes  mellitus.  The  physician 
began  the  patient’s  treatment  with  an  oral  hypoglycemic 
agent,  Diabinese.  The  physician  prescribed  two  250  mg. 
tablets  twice  daily,  or  1,000  mg.  per  day.  The  recom- 
mended dose  in  the  drug  package  insert  was  250  mg.  per 
day.  The  manufacturer  warned  that  an  initial  large  dose 


should  not  be  used  nor  should  the  maximum  dosage 
exceed  750  mg.  per  day. 

Nine  days  later  the  patient  had  a fever,  severe  rash,  and 
muscle  soreness.  He  saw  the  physician’s  partner  the  next 
day,  who  concluded  that  he  was  suffering  from  either  a 
drug  eruption  or  the  measles.  He  terminated  all  medica- 
tion. 

Two  days  later  the  patient  saw  the  physician  and 
complained  of  nausea,  general  malaise,  weakness,  high 
fever,  and  diarrhea.  The  physician  prescribed  Donnagel 
and  paragoric  for  his  symptoms.  The  next  day  his  partner 
prescribed  Lomotil. 

He  was  admitted  to  the  hospital  the  next  day,  where 
another  physician  determined  that  he  suffered  from  an 
acute  inflammatory  bowel  disease.  Another  physician 
performed  an  exploratory  laparotomy  with  an  appendec- 
tomy together  with  a proctocolectomy,  and  a cholecys- 
tectomy. The  patient  died  on  June  12,  1978.  The 
immediate  cause  of  death  was  diagnosed  as  a thrombosis 
due  to  kidney  failure,  due  to  multiple  abdominal  and  lung 
abscesses  stemming  from  his  acute  onflammatory  bowel 
disease  and  resultant  complications  from  the  surgeries. 

In  a medical  malpractice  and  wrongful  death  action,  a 
jury  found  that  the  physician  was  negligent  in  his  treat- 
ment of  the  patient.  However,  it  failed  to  find  that 
negligence  was  the  proximate  cause  of  the  patient’s  death 
and  awarded  no  damages. 

Reversing  the  decision,  the  appellate  court  said  that  the 
jury  had  no  authority  to  completely  ignore  the 
undisputed  facts  and  arbitrarily  deny  any  recovery.  The 
facts  were  undisputed  that  the  patient  suffered  physical 
pain  and  mental  anguish  from  mid-March  1978,  until  his 
death  three  months  later.  The  court  said  that  the  medical 
evidence  left  it  with  little  doubt  that  the  physician’s 
negligence  in  prescribing  an  excess  amount  of  Diabinese 
set  in  motion  a severe  hypersensitive  reaction  resulting  in 
hospitalization,  operations,  complications,  and  death. 

The  court  remanded  the  claim  against  the  physician  to 
the  trial  court  for  a trial. — Galvan  v.  Redder,  678  S.W.2d 
596  (Tex.Ct.  of  App.,  July  12,  1984) 


NO  NEGLIGENCE  IN  CARE  OF 
SUICIDAL  PATIENT 


No  psychiatric  malpractice  was  shown  by  a VA 
hospital  in  treatment  of  or  a discharge  plan  developed  for 
a patient  who  attempted  suicide,  a federal  trial  court  in 
Orgeon  ruled. 

The  patient  a man  in  his  50’s,  suffered  from  severe 
depression  and  was  considered  a suicide  risk.  He  had 
been  admitted  to  and  discharged  from  the  VA  hospital  on 
three  different  occasions.  While  discharged  to  live  with  his 
76-year-old  mother,  he  made  an  unsuccessful  attempt  at 
suicide  by  hanging,  resulting  in  severe  dementia  due  to 
prolonged  cerebral  anoxia. 

The  patient’s  daughter,  who  was  his  guardian  and 
conservator,  brought  an  action  against  the  hospital  for 
psychiatric  malpractice.  The  daughter  contended  that 
although  the  hospital  prescribed  the  right  medication 
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(trazodone),  they  did  not  prescribe  sufficient  dosages  or 
continue  the  dosages  for  sufficient  time.  Hospital 
agents  testified  that  liver  problems  coupled  with  the 
patient’s  improvement  prompted  the  discontinuance  of 
the  medication.  The  daughter  contended  that  it  was  well- 
known  that  the  drug  could  not  damage  the  liver.  The 
most  significant  testimony  was  that  the  dosage  given 
followed  the  Physicians’  Desk  Reference.  The  court  said 
that  it  was  not  malpractice  for  the  VA  staff  to  follow  the 
PDR  and  that  the  daughter  failed  to  prove  negligence 
with  regard  to  the  drug  therapy. 

The  daughter  also  contended  that  the  hospital  was 
negligent  in  failing  to  prescribe  electroconvulsive 
therapy.  Hospital  agents  testified  that  they  had  concluded 
that  such  therapy  was  not  warranted.  The  court  found 
that  the  daughter  failed  to  sustain  the  burden  of  proof  on 
this  theory. 

There  was  little  evidence  to  support  the  daughter’s 
theory  that  the  hospital  had  failed  to  provide  psycho- 
therapy while  the  patient  was  hospitalized.  Her  witnesses 
did  testify  that  the  combination  of  treatment  was  not 
ultimately  and  completely  successful.  However,  the  court 
pointed  out  that  an  unsuccessful  result  did  not  mean  that 
a physician  had  committed  malpractice. 

Finally,  the  daughter  contended  that  the  hospital  had 
failed  to  provide  an  adequate  discharge  plan  and  that 
such  failure  was  a substantial  contributing  factor  in  the 
attempted  suicide.  The  court  said  that  although  this  was 
the  daughter’s  strongest  theory,  it  was  speculation  to 
conclude  that  the  patient  would  have  been  less  likely  to 
commit  suicide  in  a group  care  home  and  that  his  mother 
could  have  done  more  if  she  had  had  more  information. 
The  court  pointed  out  that  it  was  not  known  when  the 
patient  decided  to  attempt  to  hang  himself.  The  court 
decided  for  the  hospital. — Gowan  v.  U.S.,  601  F.Supp. 
1297  (D.C.,  Ore.,  Jan  22,  1985) 


MENTAL  PATIENT  WHO  BURNED  HERSELF 
SUES  HOSPITAL  PERSONNEL 


A mental  patient’s  complaint  alleging  violation  of  her 
constitutional  rights  in  failure  of  state  health  care  profes- 
sionals to  take  even  minimal  stepts  to  provide  for  her 
safety  stated  a cause  of  action,  a federal  trial  court  in 
Virginia  ruled. 

The  patient  was  admitted  to  a private  psychiatric 
hospital,  and  her  condition  was  diagnosed  as  a 
“schizophreniform”  disorder.  She  attempted  to  burn  her 
face  with  a cigarrette  three  times.  After  the  first  attempt, 
her  cigarettes  and  lighter  were  taken  from  her,  and  she 
was  permitted  to  smoke  only  in  the  presence  of  an 
attendant. 

After  a hearing,  the  patient  was  involuntarily 
committed  to  a state  hospital.  Although  the  hospital 
received  a copy  of  her  psychiatric  report,  which  included 
the  burning  incidents,  the  patient  was  permitted  to  keep 
her  cigarettes  and  lighter.  Two  days  after  admission,  she 
attempted  to  burn  herself  by  setting  fire  to  her  blouse.  No 
steps  were  taken  to  prevent  a recurrence  of  such  an 


incident.  On  the  evening  of  the  same  day,  the  patient 
voiced  concern  for  her  own  safety,  but  no  precautions 
were  taken.  At  about  six  o’clock  the  next  morning,  the 
patient  set  fire  to  her  clothing  and  suffered  third-degree 
burns  over  35  per  cent  of  her  body. 

The  patient  sued  various  hospital  personnel,  alleging  a 
violation  of  her  constitutional  rights.  The  hospital 
personnel  moved  to  dismiss  for  failure  to  state  a cause  of 
action. 

On  appeal,  the  court  said  that  failure  to  confiscate  the 
patient’s  cigarettes  and  lighter  upon  her  arrival  might 
constitute  simple  negligence.  However,  when  the  patient 
attempted  do  set  her  clothes  on  fire,  acted  irrationally, 
and  repeatedly  voiced  concern  for  her  safety,  and  her 
pleas  were  ignored,  the  court  could  only  conclude  that 
there  was  failure  to  exercise  any  professional  judgment. 

The  failure  of  state  health  care  professionals  to  take 
even  minimal  precautions  when  there  was  possible 
danger  to  an  involuntarily  committed  patient’s  life  cons- 
tituted a violation  of  liberty  interests  protected  by  the 
Due  Process  Clause  of  the  Fourteenth  Amendment,  the 
court  said.  The  court  pointed  out  that  the  state  would 
have  furthered  a number  of  legitimate  interests  at  no  cost 
to  taxpayers  by  confiscating  the  cigarettes.  The  failure  to 
take  even  minimal  steps  to  provide  for  the  patient’s  safety 
implicated  constitutional  concerns,  the  court  said,  and 
denied  the  motion  to  dimiss. — Valentine  v.  Strange,  597 
F.Supp.  1316  (D.C.,  Nov.  30,  1984) 


DALKON  SHIELD  PATIENT  SUES 
MANUFACTURERE  FOR  FRAUD 


A patient’s  action  for  fraud  against  the  manufacturer 
of  the  Daikon  Shield  should  be  sent  back  for  further 
proceedings,  a California  appellate  court  ruled. 

The  patient  had  the  lUD  inserted  at  her  own  request  in 
May  1973.  She  was  told  that  it  was  almost  as  effective  as 
birth  control  pills,  which  she  understood  to  mean  a 
pregnancy  rate  of  one  or  two  per  cent.  In  September  1974, 
she  learned  that  she  was  pregnant.  A nurse  practitioner 
told  her  that  there  was  a risk  of  blood  poisoning  m a 
pregnancy  with  an  lUD  in  place.  A physician  removed 
the  lUD  and  performed  a therapeutic  abortion  at  her 
request. 

In  April  1981,thepatient,  while  watching  an  episode  of 
the  television  show  60  Minutes,  learned  that  the  Daikon 
Shield  manufacturer  had  concealed  its  side-effects  and 
that  the  actual  pregnancy  rate  was  higher  than  she  had 
thought. 

In  April  1982,  the  patient  filed  a complaint  againt  the 
manufacturer  of  the  Daikon  Shield,  alleging  negligence, 
strict  products  liability,  breach  of  warranty,  civil 
conspiracy,  fraud,  and  loss  of  consortium.  The  trial  court 
found  that  any  claim  against  the  manufacturer  arose 
eight  years  prior  to  the  date  of  the  complaint  and  granted 
summary  judgment  for  the  manufacturer. 

On  appeal,  the  court  agreed  that  the  patient’s  action 
for  personal  injury  was  barred  by  the  one-year  statute  of 
limitations.  The  court  said  that  the  evidence  showed  that 
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her  failure  to  discover  her  cause  of  action  earlier  was  due 
to  her  failure  to  act  with  reasonable  diligence.  The  court 
said  that  the  abortion  was  an  event  that  should  have 
alerted  her  to  the  necessity  for  investigation  of  a cause  of 
action. 

On  the  other  hand,  the  court  said  that  the  patient’s 
allegations,  if  true,  would  constitute  a material  con- 
cealment or  misrepresentation  amounting  to  fraud 
sufficient  to  entitle  her  to  bring  suit.  The  patient  had  no 
basis  for  suspecting  fraudulent  concealment  of  the  actual 
pregnancy  rates  until  reports  of  alleged  fraud  became 
public.  Since  her  cause  of  action  for  fraud  could  not 
accrue  unitl  she  became  aware  of  facts  leading  to  the 
conclusion  that  the  manufacturer  may  have  fraudulently 
misrepresented  or  concealed  the  actual  risk  of  pregnancy, 
the  court  found  that  the  patient  had  brought  her  action 
well  within  the  three-year  limitation  period  for  fraud.  The 
court  vacated  the  summary  judgment  and  sent  the  case 
back  for  further  proceedings. — Snow  v.  A.H.  Robins 
Company,  Inc.,  211  Cal.Rptr.  271  (Cal.Ct.  of  App., 
Feb  28,  1985) 


PHARMACY  SUED  FOR  USING 
NONCHILDPROOF  CONTAINER 


A pharmacy  and  pharmacist  were  not  liable  for 
punitive  damages  in  an  action  for  the  death  of  a child  who 
ingested  a drug  that  was  dispensed  in  a nonchildproof 
container,  a federal  appellate  court  for  Iowa  ruled. 

On  July  13,  1981,  a patient  had  a prescription  for  50 
Tedral  SA  tablets  filled  in  a nonchildproof  container.  On 
August  10,  1981,  the  patient  brought  the  nonchildproof 
container  back  to  the  pharmacy  for  a refill.  The 
pharmacist  refilled  the  prescription  using  the  same 
nonchildproof  container.  On  August  21,  1981,  the 
patient’s  daughter  ingested  a number  of  Tedral  SA 
tablets  from  the  nonchildproof  container.  Medical  efforts 
to  save  her  were  unsuccessful  and  she  died  on  September  4 
1981. 

In  an  action  against  the  pharmacy  and  the  pharmacist, 
a jury  returned  a verdict  in  favor  of  the  estate  of  the  infant 
and  her  parents.  The  jury  found  that  the  pharmacist 
violated  a rule  of  the  Consumer  Products  Safety 
Commission  requiring  that  all  prescription  drugs  to  be 
dispensed  in  childproof  containers  unless  the  patient 
requested  otherwise. 

On  appeal,  the  federal  appellate  court  had  erroneously 
awarded  $100,000  in  punitive  damages.  The  federal 
statute  on  which  the  claim  was  based  did  not  provide  for 
punitive  damages,  the  court  said.  The  appellate  court 
agreed  with  the  trial  court’s  findings  that  the  patient  had 
not  requested  a nonchildproof  container  for  the  drug. 
The  trial  court  denied  the  request  for  attorney’s  fees  in 
view  of  the  punitive  damages  award. 

The  appellate  court  remanded  the  case  to  the  trial  court 
for  reconsideration  of  the  request  for  attorney’s  fees, 
since  it  had  overturned  the  award  of  punitive  damages. — 
Bass  V.  Hoye,  766  F.2d  1 190  (C.A.8,  Iowa,  June  28,  1985; 
rehearing  denied,  Aug.  2,  1985) 
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. I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 


6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 


Psychiatrist 

California 


•m  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 


brand  of 

flurazepam  HCI/Roche  (S 
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Before  prescribing,  pleose  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  In  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  In  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 


HCI 


Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ^ ^ And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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¡Entre  a lo  grande  en  el 
mundo  exclusivo  de  BMW! 

El  BMW  325  ha  logrado  en 
un  automóvil  compacto  más 
de  lo  que  uno  grande  de  otras 
marcas  puede  ofrecer:  en 
lujo,  prestaciones,  tecnología 
y equipamiento.  El  BMW  325 
tiene  toda  la  personalidad 
joven,  brillante  y progresiva 
que  necesitan  aquellos 
conductores  que  hacen  de  la 
elección  de  su  automóvil  un 
acto  de  inteligencia  y 
demostración  de  su  personal 
estilo.  Los  BMW  325,  en  sus 
versiones  de  2 ó 4 puertas, 
ofrecen  el  máximo  espacio 
y confort,  siempre  con  el 
poderoso  motor  de  6 cilindros 
BMW,  el  más  completo 
equilibrio  entre  potencia, 
suavidad  y economía.  Y 
además  la  sofisticada 
tecnología  electrónica  BMW, 
junto  a un  completo 
equipamiento:  “Check 
Control”,  “Digital  Motor 
Electronic  (DM E)”  Indicador 
de  Intervalos  de  Servicio, 
frenos  de  disco,  “pov\/er  door”, 
“power  window”,  aire 
acondicionado,  radio- 
cassette  estéreo  con  antena 
eléctrica...  Además,  el 
BMW  325-ESyelBMW 
325-E,  equipan  de  serie  el 
sistema  antibloqueo  de  frenos 
ABS,  techo  eléctrico 
corredizo,  “computer”  y 
“automatic  speed  control”. 

Y espoiler  trasero,  asientos 
deportivos  y suspensión 
especial  en  el  BMW  325-ES. 
Versiones  del  BMW  325. 


325-Std. 
325-A 
325-ES 
325-ES  A, 
325-E 
325-E  A, 


2 y 4 puertas 
2 y 4 puertas 
2 puertas 
2 puertas 
4 puertas 
4 puertas 


De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 

- AUTO  MANAGEMENT  INC. 

Mayaguez.  Tel.  834-4190 

- MOTOCASA  INC. 

Bayamón.  Tel.  780- 
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LO  UITIMO  EN  nCNOLOGM 


NEW 


mexiletine  HCl 


Promotes  careful  control 
of  symptomatic  V Tach, 
couplets,  and  frequent  PVCs 


Efficacy  comparable  to  traditional  agents 

As  first-line  therapy  for  symptomatic  V Tach,  couplets, 
and  frequent  PVCs,  MEXITIL®  (mexiletine  HCl)  pro- 
vides efficacy  comparable  to  quinidine,  procainamide, 
and  disopyramide'"^- along  with  a favorable  safety  profile 
and  convenient  qSh  dosing.  New  MEXITIL  can  be  used 
with  other  cardiovascular  agents.  And  it  has  been  used 
successfully  in  combination  with  other  antiarrhythmics, 
including  propranoloE  and  quinidine.® 

No  adverse  hematologic  effects  or  SLE 
reported  in  controlled  clinical  trials  or 
in  their  long-term  follow-up' 

MEXITIL  has  also  been  administered  to  over  10,000 
patients  under  compassionate-use  circumstances.  TTie 
incidence  of  thrombocytopenia  was  about  2 in  1,000; 
leukopenia  about  1 in  1,000;  SLE  about  4 in  10,000. 
These  patients  were  seriously  ill,  with  the  large  majority 
on  multiple-drug  therapy.  See  prescribing  information. 

Adverse  hemodynamic  effects 
are  infrequent 

MEXITIL  has  no  significant  negative  inotropic  effect'" 
and  is  well-suited  for  patients  with  compromised  cardiac 
function.!  Its  most  common  side  effects  are  reversible  GI 
and  CNS  reactions. 

So  for  comparable  efficacy  with  a favorable  safety  profile, 
consider  MEXITIL-new  long-term  arrhythmia  therapy. 


’MEXITIL  should  be  used  with  caution  in  patients  with  hypo- 
tension and  severe  congestive  heart  failure. 

tMEXITIL  is  contraindicated  in  the  presence  of  cardiogenic 
shock  and  preexisting  second-  or  third-degree  AV  block  (if  no 
pacemaker  is  present). 

Like  other  antiarrhythmics,  mexiletine  has  not  been  shown  to 
prevent  sudden  death  in  patients  with  serious  ventricular 
ectopic  activity.  And,  like  other  antiarrhythmics,  mexiletine 
has  potentially  serious  side  effects,  including  the  ability  to 
worsen  arrhythmias.  Clinical  and  electrocardiographic  evalua- 
tion are  needed  to  guide  therapy.  Please  see  next  page  for  a brief 
summary  of  prescribing  information,  including  contraindica- 
tions, precautions,  and  adverse  reactions. 
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New  long-term  arrhythmia  therapy 


Mexitil* 

(mexiletine  hydrochloride) 

Oral  Antiarrhythmic  Capsules  of  1 50  mg,  200  mg  and  250  mg 

Brief  Summary  of  Prescribing  Information 

CONTRAINDICATIONS:  Mexitil®  (mexileline  hydrochloride)  is  contraindicated  in  the  presence 
of  cardiogenic  shock  or  pre-existihg  second-  or  third-degree  AV  block  (if  no  pacemaker  is 
present) 

PRECAUTIONS:  General:  If  a ventricular  pacemaker  is  operative,  patients  with  second  or  third 
degree  heart  block  may  be  treated  with  Mexitil®  (mexiletine  hydrochloride)  if  continuously 
monitored  A limited  number  of  patients  (45  of  475  in  controlled  clinical  trials)  with  pre-existing 
first  degree  AV  block  were  treated  with  Mexitil,  none  of  these  patients  developed  second  or  third 
degree  AV  block  Caution  should  be  exercised  when  it  is  used  in  such  patients  or  in  patients 
with  pre-existing  sinus  node  dysfunction  or  intraventricular  conduction  abnormalities 

Like  other  antiarrhythmics  Mexitil  can  cause  worsening  of  arrhythmias  This  has  been  uncom- 
mon In  patients  with  less  serious  arrhythmias  (frequent  premature  beats  or  non-sustained 
ventricular  tachycardia,  see  ADVERSE  REACTIONS),  but  is  of  greater  concern  in  patients  with 
life-threatening  arrhythmias  such  as  sustained  ventricular  tachycardia  In  patients  with  such 
arrhythmias  subjected  to  programmed  electrical  stimulation  or  to  exercise  provocation,  1 0- 1 5% 
of  patients  had  exacerbation  of  the  arrhythmia,  a rate  not  greater  than  that  of  other  agents 

Mexitil  should  be  used  with  caution  in  patients  with  hypotension  and  severe  congestive  heart 
failure. 

Since  Mexitil  is  metabolized  in  the  liver,  and  hepatic  impairment  has  been  reported  to  prolong 
the  elimination  half-life  of  Mexitil.  patients  with  liver  disease  should  be  followed  carefully  while 
receiving  Mexitil  The  same  caution  should  be  observed  in  patients  with  hepatic  dysfunction 
secondary  to  congestive  heart  failure 

Concurrent  drug  therapy  or  dietary  regimens  which  may  markedly  alter  urinary  pH  should  be 
avoided  during  Mexitil  therapy  The  minor  fluctuations  in  urinary  pH  associated  with  normal  diet 
do  not  affect  the  excretion  of  Mexitil. 

SGOT  Elevation  and  Liver  Injury:  In  three-month  controlled  trials,  elevations  of  SCOT  greater 
than  three  times  the  upper  limit  of  normal  occurred  in  about  1 % of  both  mexiletine-treated  and 
control  patients  Af^roximately  2%  of  pafients  in  the  mexiletine  compassionate  use  program 
had  elevations  of  SGOT  greater  than  or  equal  to  three  times  the  upper  limit  of  normal  These 
elevations  frequently  occurred  in  association  with  identifiable  clinical  evenfs  and  therapeutic 
measures  such  as  congestive  heart  failure,  acute  myocardial  infarction,  blood  transfusions  and 
other  medications.  These  elevations  were  often  asymptomatic  and  transient,  usually  not  associ- 
ated with  elevated  bilirubin  levels  and  usually  did  not  require  discontinuation  of  therapy  Marked 
elevations  of  SGOT  ( > 1 000  U/L)  were  seen  before  death  in  four  patienf  s with  end-stage  cardiac 
disease  (severe  congestive  heart  failure,  cardiogenic  shock). 

In  foreign  marketing  experience  rare  instances  of  severe  liver  injury,  including  hepafic  necrosis, 
have  been  reported  in  association  with  Mexitil  treatmeht  It  is  recommended  that  patients  in 
whom  an  abnormal  liver  test  has  occurred,  or  who  have  signs  or  symptoms  suggesting  liver 
dysfunction,  be  carefully  evaluated  It  persistent  or  worsening  elevation  of  hepatic  enzymes  is 
detected,  consideration  should  be  given  to  discontinuing  therapy. 

Blood  Oyscrasias:  Blood  dyscrasias  were  not  seen  in  the  controlled  trials  Among  10,867 
patients  treated  with  mexiletine  in  the  compassionate  use  program,  marked  leukopenia  (neutro- 
phils less  than  tdOO/mm^)  or  agranulocytosis  were  seen  in  0 06%,  and  milder  depressions  of 
leukocytes  were  seen  in  0 08%,  and  thrombocytopenia  was  observed  in  0 1 6%  Many  of  these 
patients  were  seriously  ill  and  receiving  concomitant  medications  with  known  hematologic 
adverse  effects.  Rechallenge  with  mexiletine  in  several  cases  was  negative  Marked  leukope- 
nia or  agranulocytosis  did  not  occur  in  any  patient  receiving  Mexitil  alone;  five  of  the  six  cases 
of  agranulocytosis  were  associated  with  procainamide  (sustained  release  preparations  in  four) 
and  one  wifh  vinblastine  If  significant  hematologic  changes  are  observed,  the  patient  should 
be  carefully  evaluated,  and,  if  warranted,  Mexitil  should  be  discontinued  Blood  counts  usually 
return  to  normal  within  one  month  of  discontinuation,  (See  ADVERSE  REACTIONS  ) 

Convulsions  (seizures)  did  not  occur  in  Mexitil  controlled  clinical  trials.  In  the  compassionate 
use  program,  convulsions  were  reported  in  about  2 of  1000  patients  Twenty-eight  percent  of 
these  patients  discontinued  therapy  Convulsions  were  reported  in  patients  with  and  without  a 
prior  history  of  seizures  Mexiletine  should  be  used  with  caution  in  patients  with  known  seizure 
disorder 

Drug  Interactions:  In  a large  compassionate  use  program  Mexitil  has  been  used  concurrently 
with  commonly  employed  antianginal,  antihypertensive,  and  anticoagulant  drugs  without 
observed  interactions  A variety  of  antiarrhythmics  such  as  quinidine  or  propranolol  were  also 
added,  sometimes  with  improved  control  of  ventricular  ectopy.  When  phenytoin  or  other  hepatic 
enzyme  inducers  such  as  rifampin  and  phenobarbifal  have  been  taken  concurrently  with  Mexitil, 
lowered  Mexitil  plasma  levels  have  been  reported  Monitoring  of  Mexitil  plasma  levels  is  recom- 
mended during  such  concurrent  use  to  avoid  ineffective  therapy. 

In  a formal  study,  benzodiazepines  were  shown  not  to  affect  Mexitil  plasma  concentrations  ECG 
intervals  (PR.  QRS  and  QT)  were  not  affected  by  concurrent  Mexitil  and  digoxin,  diuretics,  or 
propranolol  Cimetidine  has  been  shown  to  raise  Mexitil  plasma  levels  During  concurrent 
therapy,  the  patient  should  be  monitored  carefully  for  adverse  effects 

Mexitil  does  not  alter  serum  digoxin  levels,  but  magnesium  aluminum  hydroxide,  when  used  to 
treat  gastrointestinal  symptoms  due  to  Mexitil,  has  been  reported  to  lower  serum  digoxin  levels. 

Carcinogenesis,  Mutagenesis  and  Impairment  of  Fertility:  Studies  of  carcinogenesis  in  rats 
(24  months)  and  mice  ( 1 8 months)  did  not  demonstrate  any  tumorigenic  potential  Mexitil  was 
found  to  be  non-mutagenic  in  the  Ames  test  Mexitil  did  not  impair  fertility  in  the  rat 

Pregnancy/Teratogenic  Effects 

Pregnancy  Category  C:  Reproduction  studies  performed  with  Mexitil  in  rats,  mice  and  rabbits 
at  doses  up  to  four  times  the  maximum  human  oral  dose  (20  mg/kg  in  a 50  kg  patient)  revealed 
no  evidence  of  teratogenicity  or  impaired  fertility  but  did  show  an  increase  in  fetal  resorption. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  this  drug  should  be  used 
in  pregnancy  only  if  fhe  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  Mexitil  appears  in  human  milk  in  concentrations  similar  to  those  obsen/ed  in 
plasma  Therefore,  if  the  use  of  Mexitil  Is  deemed  essential,  an  alternative  method  of  infant  feed- 
ing should  be  considered. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  Mexitil*  (mexiletine  hydrochloride)  commonly  produces  reversible 
gastrointestinal  and  nen/ous  system  adverse  reactions  but  is  othennrise  well  tolerated,  Mexitil 
has  been  evaluated  in  483  patients  in  one-month  and  three-month  controlled  studies  and  in 
over  1 0,000  patients  in  a large  compassionate  use  program.  Dosages  In  the  controlled  studies 
ranged  from  600-1200  mg/day.  some  patienis  (8%)  in  the  compassionate  use  program  were 
treated  with  higher  daily  doses  ( 1 600-3200  mg/day).  In  the  three-month  controlled  trials  compar- 
ing Mexitil  to  quinidine.  procainamide  and  disopyramide.  the  most  frequent  adverse  reactions 
were  upper  gastrointestinal  distress  (41%),  lightheadedness  (10,5%),  tremor  (12  6%)  and 
coordination  difficulties  {10.2%).  Similar  frequency  and  incidence  were  observed  in  the  one- 
month  placebo-controlled  trial  Although  these  reactions  were  generally  not  serious,  and  were 
dose-related  and  reversible  with  a reduction  in  dosage,  by  taking  the  drug  with  food  or  antacid 
or  by  therapy  discontinuation,  they  led  to  therapy  discontinuation  in  40%  of  patients  in  the  con- 
trolled trials  A tabulation  of  fhe  adverse  evehts  reported  in  the  ohe-month  placebo-controlled 
trial  follows 


Comparative  Incidence  (%)  of  Adverse  Events  among  Patients  Ikeated  with  Mexiletine  and 
Placebo  in  the  4-Week,  Double-Blind  Crossover  Dial 


Mexiletine 

Placebo 

N = 53 

N = 49 

Cardiovascular 

Palpitations 

7.5 

10  2 

Chest  Pain 

75 

4.1 

Increased  Ventricular  Arrhythmia/PVC's 

19 

- 

Digestive 

NauseaA/omitinq/Heartburn 

39  6 

61 

Central  Nervous  System 

Dizziness/Lightheadedness 

264 

143 

Tremor 

13  2 

— 

Nervousness 

113 

61 

Coordination  Difficulties 

94 

— 

Changes  in  Sleep  Habits 

7.5 

16.3 

Paresthesias/Numbness 

38 

20 

Weakness 

19 

4 1 

Fatigue 

19 

2.0 

Tinnitus 

19 

4,1 

Confusion/Clouded  Sensonum 

1 9 

20 

Other 

Headache 

75 

61 

Blurred  Vision/Visual  Disturbances 

75 

20 

Dyspnea/Respiratory 

57 

102 

Rash 

38 

20 

Non-specific  Edema 

38 

- 

A tabulation  of  adverse  reactions  occurring  in  one  percent  or  more  of  patients  in  the  three- 

month  controlled  studies  follows 

Comparative  Incidence  (%)  of  Adverse  Events  among  Patients  Deated  with  Mexiletine  or 
Control  Drugs  In  the  12-Week,  Double-Blind  Dials 


Cardiovascular 

Mexiletine 
N = 430 

Quinidine 
N = 262 

Procainamide  Disopyramide 
N = 78  N = 69 

Palpifations 

43 

46 

1 3 

58 

Chest  Pain 

26 

3,4 

1.3 

29 

Angina/Angina-like  Pain 
Increased  Ventricular 

1 7 

19 

26 

29 

Arrhythmias/PVC's 

Digestive 

10 

27 

26 

Nausea/Vomiting/Heartburn 

393 

21  4 

333 

145 

Diarrhea 

52 

332 

26 

8 7 

Constipation 

40 

- 

64 

11.6 

Changes  in  Appetite 

Abdominal  Pain/Cramps/ 

26 

1 9 

~ 

Discomfort 

Central  Nervous  System 

Dizziness/ 

1 2 

1 5 

14 

Lightheadedness 

18  9 

14  1 

14  1 

29 

Tremor 

132 

23 

38 

1,4 

Coordination  Difficulties 

97 

11 

13 

- 

Changes  in  Sleep  Habits 

7 1 

27 

11,5 

87 

Weakness 

50 

53 

7 7 

29 

Nervousness 

50 

1 9 

64 

5.8 

Fatigue 

38 

57 

51 

1.4 

Speech  Difficulties 

26 

0,4 

- 

- 

Confusion/Clouded  Sensonum 

26 

- 

38 

— 

Paresthesias/Numbness 

24 

23 

26 

- 

Tinnitus 

24 

1,5 

— 

— 

Depression 

Other 

Blurred  Vision/Visual 

24 

1.1 

13 

1 4 

Disturbances 

5 7 

3 1 

51 

72 

Headache 

57 

69 

7.7 

43 

Rash 

42 

38 

103 

14 

Dyspnea/Respiratory 

33 

31 

51 

29 

Dry  Mouth 

28 

19 

5.1 

14  5 

Arthralgia 

17 

23 

5.1 

14 

Fever 

1,2 

31 

26 

- 

Less  than  1%:  Syncope,  edema,  hot  flashes,  hypertension,  short-term  memory  loss,  loss  of 
consciousness,  other  psychological  changes,  diaphoresis,  urinary  hesitancy/retention,  malaise, 
impotence/decreased  libido,  pharyngitis 

An  additional  group  of  over  1 0,000  patients  has  been  treated  in  a program  allowing  administra- 
tion of  Mexitil  under  compassionate  use  circumstances  These  patients  were  seriously  ill  with 
the  large  majority  on  multiple  drug  therapy  Twenty-four  (jercent  of  the  patients  continued  in  the 
program  for  one  year  or  longer  Adverse  reactions  leading  to  therapy  discontinuation  occurred 
in  1 5%  of  patients  (usually  upper  gastrointestinal  system  or  nervous  system  effects).  In  general, 
the  more  common  adverse  reactions  were  similar  to  those  in  the  controlled  trials.  Less  common 
adverse  events  (Xissibly  related  to  Mexitil  use  include: 

Cardiovascular  System:  Syncope  and  hypotension,  each  about  6 in  1 000.  brady- 
cardia, about  4 in  1000,  angina/angina-like  pain,  about  3 in  1000;  edema,  atrioven- 
tricular block/conduction  disturbances  and  hot  flashes,  each  about  2 in  1000;  atrial 
arrhythmias,  hypertension  and  cardiogenic  shock,  each  about  1 in  1000. 

Central  Nervous  System  Short-term  memory  loss,  about  9 in  1 000  patients;  hallucina- 
tions and  other  psychological  changes,  each  about  3 in  1 000,  psychosis  and  con- 
vulsions/seizures, each  about  2 in  1000;  loss  of  consciousness,  about  6 in  10,000 

Digestive:  Dysphagia,  about  2 in  1000,  peptic  ulcer,  about  8 in  10,000;  upper  gastroin- 
testinal bleeding,  about  7 in  10,000;  esophageal  ulceration,  about  1 in  10,000 

Laboratory:  Abnormal  liver  function  tests,  about  5 in  1 000  patients;  positive  ANA  and 
thrombocylopenia.  each  about  2 in  1000;  leukopenia  (including  neutropenia  and 
agranulocytosis),  about  1 in  1000;  myelofibrosis,  abouf  2 in  10.000  patienis 
Other  Diaphoresis,  about  6 in  1 000;  altered  taste,  about  5 in  1 000;  salivary  changes, 
hair  loss  and  imjxitence/decreased  libido,  each  about  4 in  1000;  malaise,  about  3 in 
1000,  urinary  hesitancy/retention,  each  about  2 in  1000;  hiccups,  dry  skin,  laryngeal 
and  pharyngeal  changes  and  changes  in  oral  mucous  membranes,  each  about  1 in 
1000;  SLE  syndrome,  about  4 in  10,000 

Hematology:  Blood  dyscrasias  were  not  seen  in  the  controlled  trials  but  did  occur  among 
the  1 0 867  patients  treated  with  mexiletine  in  the  compassionate  use  program  (See 
PRECAUTIONS) 

Myelofibrosis  was  reported  in  two  patients  in  the  compassionate  use  program:  one  was  receiv- 
ing long-term  thiotepa  therapy  and  the  other  had  pretreatment  myeloid  abnormalities. 

HOW  SUPPLIED: 

Mexitil*  (mexiletine  hydrochloride)  is  supplied  in  hard  gelatin  capsules  containing  1 50. 200  or 
250  mg  of  mexiletine  hydrochloride  in  bottles  of  100  and  individually  blister-sealed  unit-dose 
cartons  of  100 

Consult  package  Insert  before  prescribing.  ME-BS-1/86  ME-3407 

Boehringer  Boehringer  Ingelheim  Pharmaceuticals.  Inc. 
Ingelheim  Ridgefield,  CToesrr 


ASOOAaOSJ  MEDíCA  DE  PUERTO  F«::0 

B@LETiN 


ri^ 


VOL  7B/NUM  9 SEPTIEMBRE  1986 


NUESTRA  PORTADA 

Diálogo.  Oleo  de  30  X 22  en  papel  de  algodón  del  artista 
puertorriqueño  Rubén  Ríos.  El  autor  nació  en  Bayamón  en  el  1947  y 
cursó  estudios  en  la  Universidad  de  Puerto  Rico  bajo  la  tutela  del 
profesor  Alberto  Ortiz  Collazo.  Prosiguió  sus  estudios  con  Luis 
Hernández-Cruz  en  la  Escuela  de  Artes  Plásticas  y la  Liga  de 
Estudiantes  de  Arte  en  el  Viejo  San  Juan.  Sus  deseos  de  mejoramiento 
continuo  en  la  pintura  hicieron  que  por  varios  años  continuase  sus 
estudios  con  maestros  de  la  talla  de  Balossi,  Augusto  Marín  y Jorge 
Rechany. 

Diálogo  fue  creada  en  1984  y es  de  estilo  surrealista.  Para  el  autor  el 
color  representa  la  fuerza  espiritual  del  hombre  en  relación  directa  con 
su  intensidad.  En  la  obra  de  la  portada  se  proyecta  através  de  los  colores 
el  confrontamiento  espiritual  en  el  hombre. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  autor  y a la  Sra.  María  Rechany,  de  la  Casa  Amarilla  en 
fJato  Rey,  su  cooperación  para  hacer  posible  la  publicación  de  esta  obra 
en  nuestra  portada. 
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Tylenol 

CAPLETS 

acetaminofén  500mg 


• Con  cubierta  suave  y forma  ovalada. 

• No  causa  la  cantidad  de  efectos  secundarios 
que  pueden  causar  la  aspirina  o el  ibuprofén. 


SAFETY  SEALED 


Tylenol 


acetaminophen 
extra  pain  relief... contains  no  aspirin 
100  Caplets-500  mg  each 


El  analgésico  eficaz  y seguro 
en  una  forma  fácil  de  tragar. 


Thank  you  for  your  loyal  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARDM® 

(Conjugated  Estrogens  Tablets) 


PREMARBM® 

(Conjugated  Estrogens) 


i 


0.3  mg 


I I ly 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN*  Brand  ot  conjugaled  estrogens  tablets.  USP 

PREMARtN’  Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  tor  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  or  endometrial  cancer  in  estrogen  users  was  aboutA  5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  freatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinuer)  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  ’natural'  estrogens  are  more  or  less  hazardous  than  ’synthetic"  estrogens  at  equiestrogenic  doses 
2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  útero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  In  infants  exposed  in  útero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  ot  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion . There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION;  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol. 
equilenin.  and  17a-dihydroequilenin  as  salts  qt  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg.  0 9 
mg,  1 25  mg.  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N()T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  tor  7 or  more  days  ot  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  I The  choice  of  progestin  and  dosage  may  be 
important;  product  labeiing  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS;  Estrogens  should  not  be  used  m women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4.  Undiagnosed  abnormal  genital  bleeding,  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  m humans.  (See  Boxed  Warning.)  At  thepresent 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  tor  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombopniebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinuer)  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
■fhe  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII,  IX.  and  X,  decreased  antithrombm  3.  increased  nor- 
epinephrine-induced  platelet  aggregability. 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  Increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  muitiforme,  erythema  nodosum;  hemorrhagic  eruption,  loss  of 
scalp  hair;  hirsutism:  steepening  of  corneal  curvature:  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN’  Brand  of  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  rasomofor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  ot  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN’  Brand  of  conjugaled  esfrog^ens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  for  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
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84ta.  CONVENCION  ANUAL 
Centro  de  Convenciones  del  Condado 
11  al  16  de  noviembre  de  1986 

Programa  de  Educación  Médica 

Martes,  11  de  Noviembre 

SESION  INAUGURAL 

Miércoles,  12  de  Noviembre 
12:00  M:  Conferencia  Magistral  Dr.  Bailey  K.  Ashford 


A.M. 


A.M. 


Resuscitación  Cardiopulmonar 
Medicina  Física  I 
El  Médico  y el  Stress 
Endocrinología 
Medicina  Nuclear 
Medicina  Preventiva 


Resuscitación  Cardiopulmonar 
Sexualidad 
Oftalmología 
Reumatología 
Computadoras 
Psiquiatría 

Jueves,  13  de  Noviembre 

12:00  M:  Conferencia  Magistral  Dr.  Arturo  Cardón 

Resuscitación  Cardiopulmonar  Resuscitación  Cardiopulmonar 

Medical  Evaluation  Disability  Medical  Evaluation  Disability 

Dermatología  I Alergia 

Nefrología  I Radiología 

Org.  y Admin.  Oficinas  Médicas  AIDS 

Dermatología  II 

Viernes,  14  de  Noviembre 

12:00  M:  Conferencia  Magistral  Dr.  Isaac  González  Martínez 

Resuscitación  Cardiopulmonar  Resuscitación  Cardiopulmonar 

Ortopedia  Sexualidad 

Gastroenterología  Hematología 

Oncología  Infecciosas 

Temas  Libres  Medicina  Industrial  I 

Trasplante  Cirugía  Plástica  y Reconstructiva 

Relaciones  Públicas 

Sábado,  15  de  Noviembre 

12:00  M:  Conferencia  Magistral  Dr.  E.  Fernández  García 

Resuscitación  Cardiopulmonar  Resuscitación  Cardiopulmonar 

Medical  Evaluation  Disability  Medical  Evaluation  Disability 

Medicina  Adolescentes  Pediatría 

Pneumología  Pneumología  II 

Medicina  Emergencia  Pneumología  II 

Medicina  Industrial  II  Medicina  Física  II 

Domingo,  16  de  Noviembre 

12:15  MD:  Conferencia  Magistral  Dr.  Ramón  M.  Suárez 

Conferencia  Clinicopatológica 
Cardiología 

Tu  Asociación  Ofreciendo  Servicio,  Salud  y Protección 


REGISTRO 


LA  TABLA  TURBO 


Potencia  +Ek:onoinía= 
Funcionamiento  + Calidad  = 

Cuando  usted  suma  las  posibilidades,  el  Volvo 
740  Turbo  Intercooler  le  ofrece  mucho  más  que 
cualquier  sedán  deportivo  de  su  categoría. 

Su  potente  motor  le  da  una  gran  aceleración 
con  una  mayor  eficiencia. 

Sus  líneas  son  excitantes,  su  confort  envi- 
diable, y su  nuevo  Volvo  se  respalda  con  el 


Volvo  740  Turbo  Intercooler 
Volvo  740  Turbo  Intercooler 

servicio,  la  calidad  y la  seguridad  que  siempre 
ofrece  Volvo  en  cada  uno  de  sus  modelos. 

Compare  y comprobará  que  usted  no  puede 
hacer  una  mejor  inversión  que  el  Volvo  740 
Turbo  Intercooler  . . . toda  la  sensación  de  un 
carro  deportivo,  pero  con  la  gran  calidad  y el 
prestigio  de  Volvo. 


Por  tantas  buenas  razones  . . . 


votvo 

Calidad  que  no  se  discute 


Visite  Trébol  Motors  o sus  dealers  autorizados. 

■ 3 años  de  garantía  sin  límite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  dias  de  la  semana  ■ Servicio  Tele  SOS 


ESTUDIOS  CLINICOS 


Normas  para  la  Evaluación  de  los 
Niveles  de  Aptitud  Física 
de  Estudiantes  Universitarios 
Puertorriqueños 


Resumen:  El  propósito  de  este  estudio  fue  el  desarrollar 

normas  para  la  clasificación  de  los  niveles  de  aptitud  física 
relacionados  con  la  salud  en  estudiantes  universitarios 
puertorriqueños.  Mil  trescientos  treinta  y dos  sujetos  (hom- 
bres n=645  y mujeres  n=687)  fueron  evaluados  utilizando 
la  Prueba  de  Aptitud  Física  Relacionada  con  la  Salud  de  la 
Alianza  Americana  de  Salud,  Educación  Física,  Recreación 
y Baile.  Los  hombres  demostraron  una  mayor  resistencia 
cardíorespíratoria  en  la  carrera  de  milla  y media  y 
fuerza/resístencía  de  los  músculos  abdominales  en  las 
sentadillas  ejecutadas  en  un  minuto.  Las  mujeres  demos- 
traron un  mayor  porcentaje  de  grasa  y una  mejor  ejecutoria 
en  la  prueba  de  flexibilidad  de  la  espalda  baja  “Hamstring”. 
Percentilas  (5  a 99)  fueron  estimadas  para  cada  compo- 
nente de  la  prueba. 

A través  de  los  años  la  Alianza  Americana  de  Salud, 
Educación  Física,  Recreación,  y Baile  (AASEFRB) 
se  ha  dado  a la  tarea  de  promover  el  desarrollo  y mante- 
nimiento de  un  buen  nivel  de  aptitud  física  en  la  pobla- 
ción joven.  La  AASEFRB  ha  desarrollado  y validado 
pruebas'’  ^ en  un  esfuerzo  por  determinar  los  niveles  de 
aptitud  física  en  niños  y jóvenes.  Al  momento  de 
publicarse  la  primera  prueba  de  la  Alianza  Americana  de 
Salud,  Educación  Física,  y Recreación  (AASEFR)’  en  el 
1958,  el  baile  aún  no  formaba  parte  de  la  alianza  y el 
concepto  prevaleciente  de  aptitud  física  era  sinónimo  de 
aptitud  motora.  Durante  esa  época  la  evaluación  de  los 
niveles  de  aptitud  física  en  jóvenes  y niños  mediante  la 
utilización  de  la  prueba  AASEFR  incluía  los  siguientes 
componentes:  resistencia  muscular  del  brazo  y el 
hombro,  resistencia  muscular  del  área  abdominal, 
agilidad,  velocidad  de  movimiento,  potencia  muscular  de 
las  piernas,  potencia  muscular  del  brazo  y el  hombro,  y 
resistencia  cardio-respiratoria. 

Mientras  tanto,  en  la  fase  final  de  la  década  del  sesenta 
y a principios  del  setenta  en  Puerto  Rico  se  hacían  inten- 
tos por  estudiar  los  niveles  de  aptitud  física  de  nuestros 
jóvenes.  Sambolín,'*  basándose  en  los  principios  estable- 
cidos por  la  AASEFRB  y tomando  en  consideración  las 
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facilidades  y el  grado  de  desarrollo  de  nuestros  progra- 
mas de  educación  física,  diseñó  y normalizó  una  prueba 
para  la  evaluación  de  los  niveles  de  aptitud  física, 
via  fuerza  muscular,  en  varones  puertorriqueños  de  15  a 
23  años.  La  población  del  estudio  de  Sambolín  estuvo 
compuesta  por  jóvenes  procedentes  de  las  escuelas 
superiores  e instituciones  universitarias  ubicadas  en  el  sur 
y oeste  de  la  isla  y hubo  representación  de  sujetos  atléti- 
cos, activos  y sedentarios.*  La  Prueba  Sambolín  consistió 
de  las  siguientes  variables:  dominar  (“chin-ups”),  salto 
largo  sin  impulso,  y carrera  de  300  metros.  Esta  prueba 
consume  poco  tiempo  y es  fácil  de  administrar. 
Posteriormente  y aun  temprano  en  la  década  del  setenta. 
Rivera’  validó  la  “Prueba  Sambolín”  en  una  población 
de  féminas  estudiantes  de  escuela  superior  del  área 
metropolitana  de  San  Juan  y desarrolló  normas  para  la 
evaluación  de  los  niveles  de  aptitud  física. 

No  es  hasta  el  1976  que  el  concepto  de  aptitud  física 
toma  un  nuevo  giro.*  Un  comité  formado  por  miembros 
de  la  AASEFRB  estableció  que  la  prueba  AASERFB 
para  la  evaluación  de  la  aptitud  física  en  jóvenes  y niños 
no  enfatizaba  suficientemente  los  aspectos  de  la  aptitud 
física  relacionados  con  la  salud.  Este  comité  respaldó  su 
posición  con  una  masiva  acumulación  de  estudios  epide- 
miológicos, trabajos  de  investigación  y e.xperiencias 
clínicas  que  tienden  a demostrar  que  el  estilo  de  vida 
sedentario  es  un  factor  contribuyente  al  desarrollo  de 
enfermedades  degenerativas  o enfermedades  hipociné- 
ticas.  El  término  enfermedad  hipocinética’  ha  sido  utili- 
zado para  describir  una  serie  de  problemas  asociados  con 
la  inactividad  física.  Algunos  de  estos  problemas  son: 
enfermedad  de  las  arterias  coronarias,  diabetes,  algunos 
tipos  de  úlceras,  hipertensión,  problemas  emocionales  y 
problemas  de  la  espalda  baja.  El  más  dramático  ejemplo 
es  que  la  enfermedad  del  corazón  sigue  siendo  la  principal 
causa  de  muerte  en  Puerto  Rico.'” 

En  respuesta  a esta  acumulación  de  datos  la  AASEFRB 
desarrolló  un  nuevo  tipo  de  prueba  para  evaluar  los 
niveles  de  aptitud  física  relacionados  con  la  salud."  Esta 
nueva  prueba  incluye  los  siguientes  componentes:  apti- 
tud cardiorespiratoria  (estimación  de  la  capacidad 
aeróbica),  composición  corporal  (estimación  del  por- 
ciento de  grasa  corporal),  función  músculo-esqueletal 
(fuerza  y resistencia  de  los  músculos  abdominales)  y la 
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Hexibilidad  de  la  espalda  baja  y parte  posterior  del  muslo 
(“hamstring”).  Esta  nueva  prueba  repre.senta  un  gran 
cambio  filosófico  en  los  procedimientos  tradicional- 
mente utilizados  para  la  evaluación  de  la  aptitud  física. 

Es  apropiado  aclarar  que  el  alto  grado  de  sofisticación 
en  el  movimiento  requerido  por  ciertas  destrezas 
motoras,  la  coordinación,  la  velocidad  de  movimiento, 
las  decisiones  rápidas,  y el  stress  de  la  competencia  no  son 
factores  a considerar  cuando  hablamos  de  actividad 
física  para  la  salud.  La  competencia  deportiva  tiene  su 
sitial  pero  sobre  ésta  se  encuentra  el  buen  estado  de  salud 
de  la  persona.  Lamentablemente  hemos  perpetuado  el 
concepto  de  que  el  ejercicio  ñsico  es  sinónimo  de  com- 
pentencia  deportiva,  lo  que  nos  representa  un  serio 
problema  en  la  presentación  del  viejo  nuevo  concepto  de 
actividad  física  para  el  mantenimiento  de  un  buen  estado 
de  salud. 

La  AASEFRB'^  ha  establecido  normas  para  la 
evaluación  de  la  aptitud  física  relacionada  con  la  salud  en 
la  población  de  niños,  jóvenes  y universitarios  norte- 
americanos. Ha  sido  claramente  establecido  que  las 
normas  desarrolladas  para  una  población  son  específicas 
para  esa  población.'^  Estudios  pilotos'"*  utilizando  la 
prueba  AASEFRB  en  la  población  puertorriqueña 
demostraron  un  alto  grado  de  validez,  confiabilidad  y 
objetividad. 

Debido  a la  escasez  de  datos  sobre  los  niveles  de 
aptitud  física  relacionados  con  la  salud  en  nuestra  pobla- 
ción de  jóvenes  puertorriqueños,  el  propósito  de  este 
estudio  lo  fue  el  desarrollar  normas  para  la  clasificación 
de  los  niveles  descriptivos  de  aptitud  física  relacionados 
con  la  salud  en  estudiantes  universitarios  puertorriqueños. 

Metodología 

Los  sujetos  (S)  para  este  estudio  lo  fueron  mil  tres- 
cientos treinta  y dos  (1332),  hombres  (n=645)  y mujeres 
(n=687),  estudiantes  universitarios.  Los  S fueron  evalua- 
dos durante  cursos  de  eficiencia  física  y/o  fisiología  del 
ejercicio  que  se  ofrecen  en  estas  instituciones  universita- 
rias. En  varias  de  estas  instituciones  los  cursos  de 
eficiencia  física  forman  parte  de  los  requisitos  de 
graduación.  Los  S matriculados  en  los  cursos  de 
fisiología  del  ejercicio  en  su  gran  mayoría  fueron  estu- 
diantes de  concentración  de  educación  física  y varios  de 
biología  entre  muchos.  En  adición  se  obtuvieron  datos  de 
S que  sin  estar  matriculados  en  los  cursos  se  ofrecieron  a 
ser  evaluados  durante  días  dedicados  a estos  propósitos, 
obteniéndose  una  representación  de  S de  todas  las 
facultades  académicas,  grupos  socio-económicos  y de 
historial  de  diferentes  niveles  de  actividad  física  (atletas, 
activos  y sendentarios).  Los  técnicos  responsables  de  la 
evaluación  eran  profesores  de  educación  física. 

La  prueba  AASEFRB'^  de  aptitud  física  relacionada 
con  la  salud  requirió  la  evaluación  de  las  siguientes 
variables:  resistencia  cardio-respiratoria,  composición 
corporal,  fuerza  y resistencia  muscular,  y flexibi- 
lidad/extensibilidad  de  la  espalda  baja  y parte  posterior 
del  muslo.  En  adición,  la  edad,  peso  y talla  fueron 
determinados. 

La  evaluación  de  la  condición  cardiorespiratoria, 
requirió  que  el  S corriera  o trotara  de  la  manera  más 


rápida  posible  la  distancia  de  milla  y media.  El  caminar 
estuvo  permitido,  pero  el  objetivo  fue  el  cubrir  la 
distancia  en  el  menor  tiempo  posible.  El  tiempo  total 
(minutos  y segundos)  transcurrido  fue  la  anotación 
obtenida  para  la  evaluación  de  la  condición  cardiorespi- 
ratoria. Debido  al  clima  tropical  (humedad/calor)  de 
nuestro  medio  ambiente  se  requirió  que  los  S utilizasen 
zapatillas  de  suela  de  goma,  medias,  pantalón  corto,  y 
una  camiseta  de  color  claro.  Varios  S prefirieron  utilizar 
un  pantalón  largo  deportivo  tipo  sudadera  para  efectuar 
la  prueba. 

La  fuerza  y resistencia  de  los  músculos  abdominales 
fue  determinada  utilizando  el  número  de  sentadillas 
modificadas  efectuadas  en  un  minuto.'*»  La  sentadilla 
modificada  requirió  que  el  S asumiera  una  posición 
supina  con  sus  rodillas  flexionadas,  la  planta  de  ambos 
pies  en  contacto  con  la  superficie  donde  se  efectuó  la 
prueba  y los  talones  a una  distancia  de  diez  a dieciocho 
pulgadas  de  la  zona  gluteal.  Los  brazos  se  cruzaron  sobre 
el  pecho  y las  manos  se  colocaron  sobre  su  respectivo 
hombro  opuesto.  Lfn  ayudante  mantuvo  firme  la  posi- 
ción de  los  pies.  Manteniendo  los  brazos  y la  barbilla 
pegados  al  pecho,  el  S contrajo  los  músculos  abdominales 
y levantó  su  tronco  hasta  que  la  punta  del  codo  hizo  con- 
tacto con  el  muslo.  El  S regresó  a la  posición  original 
hasta  que  su  media  espalda  hizo  contacto  con  la  super- 
ficie. El  S pudo  descansar  entre  sentadillas  pero  el 
objetivo  fue  efectuar  el  mayor  número  de  sentadillas 
posible  en  un  minuto.  El  número  de  sentadillas  correcta- 
mente efectuadas  en  un  minuto  fue  la  anotación 
obtenida. 

La  flexibilidad  de  la  espalda  baja  y la  extensibilidad  de 
la  parte  posterior  del  muslo  fue  evaluada  utilizando  un 
flexómetro.'*’  Esta  prueba  requirió  que  el  S sin  sus 
zapatos  procediera  a sentarse  sobre  la  superficie  donde  se 
administró  la  prueba.  Se  colocó  la  planta  de  los  pies 
contra  un  área  designada  en  el  flexómetro,  manteniendo 
los  pies  alineados  con  los  hombros  y las  rodillas  extendi- 
das. Las  manos  se  colocaron  una  sobre  la  otra  y los 
brazos  se  extendieron  al  frente.  El  S flexionó  su  tronco 
hacia  el  frente  sin  doblar  sus  rodillas  y manteniendo  sus 
manos  una  sobre  la  otra.  El  S procedió  a estirarse  cuatro 
veces  sobre  el  flexómetro  manteniendo  sus  manos  sobre 
la  escala  de  medición.  La  posición  de  máximo  estira- 
miento alcanzada,  sostenida  por  un  segundo  y expresada 
en  centímetros,  fue  utilizada  como  la  anotación  obtenida. 

La  composición  corporal  fue  estimada  mediante  la 
determinación  del  espesor  de  pliegues  cutáneos.  Este  pro- 
cedimiento requiere  que  en  sitios  predeterminados  de  la 
anatomía  del  cuerpo,  el  investigador  agarre  firmemente 
la  piel  del  sujeto  utilizando  su  dedo  pulgar  e índice 
separe  el  pliegue  cutáneo  obtenido  del  músculo.  Se  debe 
de  agarrar  firmemente  pero  sin  ocasionar  dolor  al  sujeto. 
La  superficie  de  contacto  del  instrumento  de  medición 
(plicómetro)  se  debe  colocar  a media  pulgada  (un  centí- 
metro) de  los  dedos  del  investigador  en  el  punto  medio 
entre  la  base  y la  cresta  del  pliegue.  Se  debe  permitir  que 
lentamente  el  plicómetro  ejerza  presión  al  pliegue 
cutáneo  y de  la  esféra  calibrada  se  obtiene  la  medida.  La 
anotación  se  expresa  en  milímetros.  La  medición  se  repite 
tres  veces  y se  obtiene  la  mediana.  Los  pliegues  cutáneos 
evaluados  fueron  el  tricep,  muslo,  suprailíaco  y subes- 
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capular  en  mujeres;  y tricep,  subescapular,  muslo, 
abdomen  y medio-axilar  en  hombres.  Los  procedimien- 
tos establecidos  por  El  Grupo  Internacional  de  Trabajo 
en  Kinantropometría^“  fueron  utilizados  para  la  identifi- 
cación de  los  lugares  de  medición.  La  densidad  corporal 
fue  estimada  de  acuerdo  a los  procedimientos  de  Jackson 
y Pollock,^’  y Jackson,  Pollock  y Ward^^  para  hombres  y 
mujeres  respectivamente.  Los  valores  obtenidos  para  la 
densidad  corporal  fueron  transformados  a porcentaje  de 
grasa  utilizando  la  ecuación  de  Siri.^^  Los  procedimientos 
para  la  determinación  de  densidad  corporal  y porcentaje 
de  grasa  fueron  utilizados  con  todos  los  sujetos,  excepto 
con  el  grupo  perteneciente  a la  Universidad  del  Sagrado 
Corazón,  en  los  cuales  se  utilizaron  los  procedimientos 
descritos  por  Alisen,  Harrison  y Vanee. 

La  media  y la  desviación  estandard  de  cada  variable 
antropométrica  y de  aptitud  física  relacionada  con  la 
salud,  fueron  determinados  para  el  grupo  de  las  mujeres  y 
los  hombres.  Una  escala  de  percentila  fue  desarrollada 
para  cada  una  de  las  variables  de  aptitud  tísica 
relacionada  con  la  salud. 

Resultados 

La  Tabla  I presenta  las  instituciones  universitarias  y el 
número  de  S por  institución  participantes  en  el  estudio. 
La  Tabla  II  presenta  las  características  antropométricas  y 
de  aptitud  física  relacionadas  con  la  salud  de  los  hombres 
y las  mujeres  que  participaron  en  el  estudio.  Al  igual  que 
en  otros  estudios  normativos  de  niveles  de  aptitud  física 
se  observaron  diferencias  relacionadas  al  sexo.  Los 
hombres  demostraron  mayor  peso  y estatura  (p<  0.001), 
un  mejor  rendimiento  en  la  carrera  de  milla  y media 
(p<  0.001),  y sentadillas  ejecutadas  en  un  minuto 
(p<0.01).  Las  mujeres  demostraron  un  mayor  porcen- 


Percentila 

para  la  Carrera  de  Milla  y 
(minutos:  segundos) 

Media 

Percentila 

Hombres 

Mujeres 

99 

7:43 

10:01 

95 

9.23 

12:59 

90 

9:50 

14:10 

80 

10:33 

16:15 

70 

11:11 

17:23 

60 

1 1:43 

18:12 

50 

12:15 

18:56 

40 

12:56 

19:41 

30 

13:42 

20:09 

20 

15:18 

21:27 

10 

17:43 

22:59 

5 

18:42 

23:57 

Tabla  IV 


Percentila  para  la  Prueba  de  Sentadillas  (I/min) 


Percentila 

Hombres 

Mujeres 

99 

57 

40 

95 

50 

35 

90 

47 

32 

80 

43 

29 

70 

40 

27 

60 

37 

25 

50 

35 

23 

40 

32 

21 

30 

30 

19 

20 

27 

17 

10 

22 

13 

5 

19 

10 

Tabla  I 


Número  de  Sujetos  e Instituciones  de  Procedencia 


Hombres 

Mujeres 

Grupo 

Colegio  Universitario  Tecnológico  de  Bayamón 

65 

38 

103 

Universidad  Inter- Americana,  San  Germán 

161 

200 

361 

Universidad  de  Puerto  Rico,  Río  Piedras 

106 

87 

193 

Universidad  del  Sagrado  Corazón 

313 

362 

675 

Total  = 

645 

687 

1332 

Tabla  II 

Características  Antropométricas  y de  Aptitud  Fisica 

Relacionadas  con  la  Salud 

Variables 

Hombres 

Mujeres 

P 

N 

645 

687 

Edad 

(años) 

19.78  ±2.11 

18.17  ± 11.98 

NS 

Peso 

(kg) 

78.64  ± 9.54 

62.63  ± 8.91 

<0.001 

Talla 

(cm) 

177.39  ± 9.10 

163.55  ± 7.42 

<0.001 

Carrera  1.5  millas 

(seg) 

769  ± 176 

1093  ± 170 

<0.001 

Sentadillas 

(1/min) 

38  ± 7 

23  ± 7 

<0.01 

Flexibilidad 

(cm) 

33  ± 4 

34  ± 7 

<0.05 

Grasa 

(%) 

15  ± 6 

26  ± 8 

<0.001 

NS=P  0.05 


382 


Normas  para  ¡a  Evaluación... 


Bol.  Asoc.  Med.  P.  Rico  - Septiembre  1986 


taje  de  grasa  (p<  0.001)  y una  mejor  ejecutoria  en  la 
prueba  de  flexibilidad  (p<0.05). 

La  Tabla  111  a la  Tabla  VI  presentan  las  percentilas 
obtenidas  para  los  hombres  y las  mujeres  en  la  carrera  de 
milla  y media,  sentadillas,  flexibilidad,  y porcentaje  de 
grasa  respectivamente. 


Tabla  V 


Percentila  para  la  Prueba  de  Flexibilidad  (cm) 


Percentila 

Hombres 

Mujeres 

99 

46 

47 

95 

41 

42 

90 

40 

41 

80 

37 

39 

70 

36 

38 

60 

35 

36 

50 

34 

35 

40 

33 

34 

30 

31 

32 

20 

28 

29 

10 

25 

26 

5 

21 

22 

Tabla  VI 

Percentila  para  el  Porcentaje  de  Grasa 


Percentila 

Hombres 

Mujeres 

99 

2,1 

9.5 

95 

2.4 

15.2 

90 

5.6 

17:4 

80 

6.3 

19.0 

70 

7.1 

22.6 

60 

7.9 

25.0 

50 

9.2 

26.9 

40 

10.4 

28.3 

30 

12.0 

30.4 

20 

14.4 

32.9 

10 

19.8 

33.4 

5 

22.7 

34.0 

Discusión 

Una  norma  es  un  punto  de  referencia  estandard  que 
puede  proveer  base  para  emitir  un  juicio.  La  percentila  es 
probablemente  el  tipo  de  escala  de  mayor  uso  para  la 
presentación  de  normas  en  el  campo  educativo.  El 
concepto  de  norma  mediante  la  percentila  requiere  una 
interpretación  en  términos  de  la  proporción  de  casos  que 
se  encuentran  sobre  o bajo  una  anotación  en  específico. 
No  revela  a que  distancia  se  encuentra  una  anotación  del 
valor  promedio  y tampoco  indica  la  excelencia  relativa 
de  la  anotación  obtenida.  En  el  campo  de  la  actividad 
física  relacionada  con  la  salud,  el  estudio  o encuesta 
normativa  de  mayor  relevancia  lo  ha  sido  la  Prueba  de 
Aptitud  Física  Para  Jóvenes  de  la  AASEFRD.^^  Esta 
prueba  requería  la  evaluación  de  siete  variables  rela- 
cionadas con  aptitud  motora.  No  es  hasta  muy  reciente 
que  la  AASEFRD^®  modifica  su  prueba  y desarrolla 
normas  para  la  aptitud  física  relacionada  con  la  salud. 


Esta  nueva  prueba  requiere  la  evaluación  de  los  siguientes 
componentes:  resistencia  cardiorespiratoria  (capacidad 
aeróbica),  fuerza  y resistencia  de  los  músculos  abdomi- 
nales, flexibilidad  de  la  espalda  baja/extensibilidad  del 
“hamstring”  y composición  corporal. 

La  capacidad  aeróbica  funcional,^’  define  los  límites 
funcionales  del  sistema  circulatorio  para  la  entrega  de 
oxígeno  al  músculo  esqueletal,  para  cumplir  con  la  cre- 
ciente demanda  del  metabolismo  aeróbico  durante  el 
ejercicio  dinámico  extenuante.  La  dimensión  de  la 
capacidad  aeróbica  funcional,  es  el  consumo  de  oxígeno 
obtenido  durante  el  máximo  esfuerzo  posible,  en  una 
ejecutoria  de  ejercicio  dinámico.  El  consumo  de  oxígeno 
es  considerado  como  el  estandard  de  referencia  interna- 
cional para  la  determinación  de  aptitud  física.^*’  Las 
carreras  pedestres  de  larga  distancia,  como  la  carrera  de 
la  milla  y media  han  demostrado  correlacionar  significa- 
tivamente con  el  máximo  consumo  de  oxígeno.^'’  Por 
lo  tanto,  su  uso  para  la  estimación  de  los  niveles  de  condi- 
ción cardiorespiratoria. 

La  tradición  ha  establecido  que  el  mantener  un  buen 
nivel  de  fuerza  y resistencia  de  los  músculos  abdominales 
es  un  factor  que  contribuye  a evitar  los  problemas  rela- 
cionados con  la  salud  de  la  espalda  baja.^^’  La  gran 
mayoría  de  la  evidencia  al  respecto  proviene  de 
experiencias  clínicas  y la  lógica.  Al  momento  existe  muy 
poca  evidencia  experimental  al  respecto. 

La  flexibilidad  de  la  espalda  baja  y la  elasticidad  del 
grupo  muscular  “hamstring”  son  el  segundo  factor 
relacionado  con  el  mantenimiento  de  una  buena  salud  de 
la  espalda  baja.^®’  Al  igual  que  con  la  fuerza  y resis- 
tencia de  los  músculos  abdominales,  según  evaluado  a 
través  de  las  sentadillas,  la  evidencia  substancial  al 
respecto  proviene  de  experiencias  clínicas  y la  lógica. 
Existe  muy  poca  evidencia  experimental  al  respecto.  Aun 
así  entendemos  que  se  debe  continuar  con  la  evaluación 
de  estas  dos  variables,  incorporarlas  a nuestros  pro- 
gramas de  acondicionamiento,  y hacerlas  parte  de 
nuestros  mensajes  de  acondicionamiento  para  la  salud. 
En  adición  debemos  hacer  esfuerzos  por  clarificar  la 
verdadera  contribución  de  estas  variables  al  desarrollo  y 
mantenimiento  de  nuestro  estado  de  salud. 

La  práctica  común  de  establecer  “el  peso  ideal”  basado 
en  tablas  de  peso  y estatura  no  toma  en  consideración  la 
composición  corporal.  Las  personas  de  gran  masa  mus- 
cular son  clasificadas  como  “sobrepeso”,  cuando  en 
realidad  poseen  supuesto  exceso  de  peso  en  depósitos  de 
masa  magra.  Existen  varias  metodologías  para  la 
determinación  de  la  composición  corporal^’’ 
pero  en  su  gran  mayoría  resultan  poco  prácticas  para  la 
evaluación  de  un  gran  número  de  S;  por  ejemplo,  este 
estudio.  La  metodología  de  mayor  practicabilidad  lo  es  la 
evaluación  de  los  pliegues  cutáneos. Determi- 
nado el  espesor  de  ciertos  pliegues  cutáneos  podemos 
estimar  la  densidad  corporal  y/o  el  porcentaje  de  grasa. 
Esta  metodología  asume:  (a)  que  podemos  dividir  el 
cuerpo  en  dos  compartimientos,  el  compartimiento  graso 
y el  magro,  y que  conocemos  las  densidades  de  ambos; 
(b)  que  las  densidades  de  estos  componentes  son 
relativamente  constantes  entre  individuos;  (c)  que  la 
densidad  de  los  tejidos  que  comprenden  el  componente 
magro  (hueso,  músculo  y órganos)  es  constante,  entre  y 
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dentro  de  individuos  y su  contribución  proporcional  a la 
densidad  del  compartimiento  magro  se  mantiene 
constante;  (d)  que  el  individuo  se  diferencia  del  “hombre 
de  referencia”  solo  en  la  cantidad  de  grasa  acumulada  en 
el  cuerpo. 

La  evaluación  de  la  composición  corporal  mediante  la 
determinación  del  porciento  de  grasa  como  un  compo- 
nente de  la  aptitud  física  relacionada  con  la  salud,  parte 
de  la  premisa  que  un  exceso  de  grasa  en  el  cuerpo  impide 
un  buen  rendimiento  en  actividades  que  requieren  un  alto 
ritmo  de  expendio  energético  y movimiento  de  la  masa 
muscular.''^  En  adición,  el  contenido  de  un  exceso  de 
grasa  corporal  es  considerado  como  un  serio  problema  de 
salud  por  si  solo  y un  factor  contribuyente  al  desarrollo 
de  otros  tales  como:  diabetes,  hipertensión,  enfermedad 
del  corazón  y cerebrovascular,  problemas  respiratorios, 
enfermedad  del  riñón,  problemas  durante  el  embarazo, 
baja  tolerancia  a infecciones,  discriminación  social  y 
problemas  sico-emocionales."*’’ 

En  resumen,  este  estudio  normativo  obtuvo  tendencias 
similares  a las  reportadas  por  otros  investigadores.'*^’ 
Los  resultados  pueden  ser  utilizados  por  los  médicos  y 
profesionales  aliados  a la  salud  incluyendo  a los  educa- 
dores físicos:  (a)  como  base  para  medir  progreso 
objetivamente  durante  semestres,  años  o varios  años; 
(b)  para  la  clasificación  de  S en  programas  de  eficiencia 
física;  (c)  como  una  base  para  la  organización,  adminis- 
tración y diseño  de  programas  de  aptitud  física;  (d)  como 
base  para  el  desarrollo  de  estudios  de  investigación  en  las 
áreas  de  eficiencia  física  relacionada  con  la  salud  según 
aplica  a nuestra  población. 

Abstract:  The  purpose  of  this  study  was  to  develop 

norms  for  Puerto  Rican  college  students  for  the  Health 
Related  Physical  Fitness  Test  of  the  American  Alliance  of 
Health,  Physical  Education,  Recreation,  and  Dance.  One 
thousand  three  hundred  and  thirty  two  college  students 
(males  n=645  and  females  n=687)  were  evaluated.  Males 
outperformed  females  in  the  cardiorespiratory  endurance 
run  (1.5  mile  run)  and  the  abdominal  muscle  strength/endu- 
rance sit-up  test.  Females  performed  better  in  the  low 
back/hamstring  flexibility  test  and  showed  a greater  per- 
centage of  body  fat.  Percentile  norms  (5th-99th)  were 
computed  for  each  test  item. 
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UPDATE  IN  PEDIATRIC  ALLERGY 

Date:  October  18-19,  1986 
Place:  Hotel  Caribe  Hilton 


PROGRAM 


Saturday,  October  18,  1986 


1:00  - 

1:55  P.M. 

- Registration 

1:55  - 

2:00 

- Welcome 

2:00  - 

2:55 

- Management  of  the  Pregnant 
Asthmatic  and  Her  Infant 
Sami  L.  Bahna,  M.D. 

3:00  - 

3:45 

- The  Wheezing  Infant 

Bernard  Bermann,  M.D. 

3:50  - 

4:05 

- Coffee  Break 

4:10  - 

4:55 

- Asthma  Mortality 

Michael  Sly,  M.D. 

:00  - 

6:00 

- Cocktail 

Sunday,  October  19,  1986 


8:30  - 
9:00  - 


9:00  A.M.  - Registration 


9:55  - Practical  Aspects  of  Food 

Allergy  Diagnosis  and 
Management 
Theophylline  Update 

- Coffee  Break 

- Update  in  the  Management  of 
Rhino-Sinusitis 
Luncheon 

Panel  Discussion:  Update  on 
Treatment  of  Pediatric  Asthma 
Bernard  Bermann,  M.D., 
Michael  Sly,  M.D.  and 
Sami  L.  Bahna,  M.D. 

3:45  - Coffee  Break 

4:30  - Developmental  Profile  of  the 

Allergic  Child 

Ada  Pimentel,  M.  D. 

4:30  - 4:00  - Milk  Allergy 

Sami  L.  Bahna,  M.D. 


10:00  - 10:45 
10:45-11:05 
11:05-11:55 

12:00  N.  2:00  P.M.  - 
2:00  - 3:30 


3:30 

3:45 


Sección  de  Alergia  e Inmunología  AMPR 

Apartado  9387 
Santurce,  P.R.  00908 

ACCREDITATION:  9CME  Credits,  Category  I 
Fee:  $60.00 
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ESTUDIOS  CLINICOS 


Useful  Subjective  Visual  Performance 
with  the  Permalens  X-L  Contact  Lens  in 
Patients  with  Corneal  Astigmatism 

Manuel  Miranda,  MD* 
Dean  L.  Clements** 


Abstract:  Thirty  patients,  equivalent  to  60  eyes, 

randomly  selected  were  examined  for  subjective  improve- 
ment of  vision  and  correction  of  corneal  astigmatism  with 
the  use  of  Permalens  X-L  contact  lens.  Subjective  vision 
improved  satisfactorily  in  all  patients  and  corneal 
astigmatism  was  corrected  in  0.25  D to  1.50  D. 

The  spherical  soft  contact  lenses  have  been  reported 
to  improve  vision  in  patients  with  healthy  eyes  who 
have  no  more  than  two  diopters  of  corneal  astigma- 
tism.'* ^ To  improve  vision  in  patients  with  larger 
amounts  of  corneal  astigmatism  toric  soft  lenses  are 
required. 

However,  toric  soft  lenses  take  more  time  to  fit,  are 
more  expensive,  and  the  action  of  the  upper  lid  on  the  lens 
which  should  be  somewhat  loosely  fitted,  may  change  the 
axis."* 

The  authors  have  used  Permalens  X-L,  a spherical  soft 
lens,  on  many  patients  and,  at  times,  were  able  to  improve 
subjective  vision  satisfactorily  in  patients  with  corneal 
astigmatism  as  high  as  5.00  diopters. 


Method 

Thirty  patients,  equivalent  to  60  eyes,  randomly 
selected,  were  examined. 

A cycloplegic  refraction  using  1%  Cyclopentolate  was 
given  to  those  below  40  years  and  a post  cyclosplegic 
examination  was  performed  at  least  one  week  later. 

Spectacle  refraction,  Permalens  X-L  powers  and  the 
respective  Visual  Acuities  were  noted.  A Keratometer 
reading  was  taken  in  eight  patients  before  the  adaptation 
of  the  Permalens  X-L  and  over  the  contact  lenses,  at  least 
3 hours  after  wearing  them.  At  the  same  time  an  over- 
refraction was  performed  to  ascertain  the  amount  of 
corrected  corneal  astigmatism. 


*Catedrático  (Ad  Honorem).  Departamento  de  Oftalmología.  Escuela 
de  Medicina,  Universidad  de  Puerto  Rico,  San  .luán.  Puerto  Rico  009J6 
**Physiologist.  Cooper  Vision  Inc.,  .San  ./osé.  CA 
Trabajo  presentado  en  el  Hotel  Cerromar.  Dorado,  Puerto  Rico  el  día 
10  de  noviembre  de  1 985  durante  la  I7ma  Convención  Anua!  de  la  .Sección 
de  Oftalmología  de  la  Asociación  Médica  de  Puerto  Rico 


Patient 

1.  Female  14  yrs. 


OD-2.50-0.50  X 180 
OS-3.50-1.00  X 180 

Permalens  X-L: 

OD  8.3  (14.5)-2.50 
OS  8.3  (14.5)-3.00 

Keratometer  Reading  Over 
Permalens  X-L: 

OD  41.25-41.00 
OS  41.00-40.50 

Refraction  Over  Permalens  X-L: 

OD-0.25  X 1.80 
OS-0.50  X 180 

Corrected  Astigmatism: 

OD  0.25  D 
OS  0.50  D 

2.  Female  15  yrs. 

Spectacle  refraction: 

OD-5.50-1.00  X 165 
OS-4.25-0.50  X 15 

Permalens  X-L: 

OD  8.3  (14.5)-5.00 
OS  8.3  (14.5)-3.75 

Keratometer  Reading  Over 
Permalens  X-L: 

OD  38.0-37.5 
OS  39.5-39.0 

Refraction  Over  Permalens  X-L: 

OD-0.50  X 180 
OS  Plano 

Corrected  Astigmatism: 

OD  0.50  D 
OS  0.50  D 


Vision 


20/20 

20/20 


20/20 

20/20 


20/20 

20/20 


20/20 

20/20 


20/20 

20/20 


20/20 

20/20 
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3.  Female  27  yrs. 

Spectacle  refraction: 

00-3,75-0.50  X 95  20/20 

OS-3. 75-0.50  X 90  20/20 

Per  male  ns  X-L; 

OD  8.3  (14.5)-3.75  20/20 

OS  8.3  (14.5)-3.75  20/20 

4.  Female  24  yrs. 

Spectacle  refraction: 

OD- 1.25-0.75  X 165  20/20 

OS- 1.75-0.50  X 10  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-1.50  20/20 

OS  8.3  (14.5)-1.75  20/20 

5.  Female  26  yrs. 

Spectacle  refraction: 

OD-5. 00-0.50  X 80  20/20 

OS-3. 25-0.75  X 100  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-5.00  20/20 

OS  8.3  (14.5)-3.25  20/20 

6.  Female  15  yrs. 

Spectacle  refraction: 

OD- 1.75-0.50  X 180  20/20 

OS- 1.75-0.50  X 180  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-L75  20/20 

OS  8.3  (14.5)-L75  20/20 

7.  Female  25  yrs. 

Spectacle  refraction: 

OD-6.25-LOO  X 170  20/20 

OS-7.00-L25  X 180  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-5.50  20/20 

OS  8.3  (14.5)-6.50  20/20 

8.  Male  27  yrs. 

Spectacle  refraction: 

OD-0.75-LOO  X 20  20/20 

OS- 1.00- 1.00  X 5 20/20 

Permalens  X-L: 

OD  8.3  (14.5)- 1.25  20/20 

OS  8.3  (14.5)-L25  20/20 

9.  Female  17  yrs. 

Spectacle  refraction: 

OD-4.25-L50  X 180  20/20 

OS-3. 50- 1.75  X 180  20/20 


Bol.  Asoc.  Med.  P.  Rico  - Septiembre  1986 

Permalens  X-L: 


OD  8.3  (14.5)-4.00  20/20 

OS  8.3  (14.5)-3.00  20/20 

10.  Male  28  yrs. 

Spectacle  refraction: 

OD- 1.25- 1.75  X 5 20/20 

OS- 1.75-0.75  X 170  20/20 


KR: 

OD  H=42.25  V=44.5 
OS  H=42.0  V=44.0 


Permalens  X-L: 

OD  8.3  (14.5)-L50  20/20 

OS  8.3  (14.5)-L50  20/20 

1 1.  Female  20  yrs. 

Spectacle  refraction: 

OD-3.00-0.50  X 55  20/20 

OS-3. 75-0.75  X 156  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-3.00  20/20 

OS  8.3  (14.5)-3.75  20/20 

12.  Female  12  yrs. 

Spectacle  refraction: 

OD-3. 50-0.50  X 85  20/20 

OS-3. 50-0.50  X 105  20/20 

Permalens  L-X: 

OD  8.3  (14.5)-3.50  20/20 

OS  8.3  (14.5)-3.50  20/20 

13.  Female  23  yrs: 

Spectacle  refraction: 

OD-5. 50- 1.00  X 70  20/20 

OS-5. 50- 1.00  X 100  20/20 


Keratometer  Reading: 

OD  38.5-37.5  (X  80) 
OS  38.25-37.0  (X  90) 

Permalens  X-L: 


OD  8.3  (14.5)-5.25  20/20 

OS  8.3  (14.5)-5.25  20/20 

Refraction  Over  Permalens  X-L: 

OD-0.50  X 75  20/20 

OS-0.50  X 90  20/20 


Corrected  Astigmatism: 

OD  0.50  D 
OS  0.50  D 

14.  Female  28  yrs. 

Spectacle  refraction: 
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OD-6.00-1.75  X 35  20/20 

OS-5.50-1.25  X 155  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-5.50  20/20 

OS  8.3  (14.5)-4.75  20/20 

15.  Female  19  yrs. 

Spectacle  refraction; 

OD-3.15-1.00  X 90  20/20 

OS-3.25-0.75  X 85  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-3.00  20/20 

OS  8.3  (14.5)-3.00  20/20 

16.  Female  30  yrs. 

Spectacle  refraction:d 

OD-8.00-1.75  X 10  20/20 

OS-8.50-1.75  X 150  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-7.00  20/20 

OS  8.3  (14.5)-7.00  20/20 

17.  Male  41  yrs. 

Spectacle  refraction: 

OD-4.75-L50  X 180  20/20 

OS-4.00-L50  X 120  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-3.75  20/20 

OS  8.3  (14.5)-3.50  20/20 

18.  Male  36  yrs. 

Spectacle  refraction; 

OD-3.25-L00  X 5 20/20 

OS-2.00-L00  X 135  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-3.25  20/20 

OS  8.3  (14.5)-2.00  20/20 

19.  Female  27  yrs. 

Spectacle  refraction: 

OD- 1.25-0.25  X 55  20/20 

OS- 1.25-0.50  X 125  20/20 

Keratometer  reading; 


OD  47.25-46.50  (X  60) 

OS  47.25-46.37  (X  113) 

Permalens  X-L: 

OD  8.3  (14.5)-1.00  20/20 

OS  8.3  (14.5)-L00  20/20 

Keratometer  Reading  Over 
Permalens  X-L; 


OD  45.50-45.25 
OS  45.00-44.75 

Refraction  Over  Permalens  X-L: 

OD  Plano  20/20 

OS  Plano  20/20 

Corrected  Astigmatism 

OD  0.25  D 
OS  0.50  D 


20.  Male  20  yrs. 

Spectacle  refraction: 


OD- 1.00- 1.50  X 160  20/20 

OS-0.25-250  X 5 20/20 

Permalens  X-L: 

OD  8.3  (14.5)-1.00  20/20 

OS  8.3  (14.5)-0.75  20/20 


Keratometer  Reading  Over 
Permalens  X-L: 

OD  42.00-41.25  (X  165) 

OS-43.50-41.37  (X  10) 

Refraction  Over  Permalens  X-L: 

0D-0.75  X 170  20/20 

OS- 1.25  X 10  20/20 

Corrected  Astigmatism: 

OD  0.75  D 
OS  1.25  D 


21.  Male  18  yrs. 

Spectacle  refraction: 

OD-2.00-1.00  X 105  20/20 

OS-2.00-1.75  X 55  20/20 

Permalens  X-L: 

00-8.3  (14.5.75  20/20 

OS-8.3  (14.5)-2.00  20/20 

22.  Male  19  yrs. 

Spectacle  refraction: 

OD-0.25-2.50  X 155  20/20 

OS- 1.00-2.25  X 15  20/20 

Permalens  X-L; 

OD  8.3  (14.5)-0.75  20/20 

OS  8.3  (I4.5)-1.00  20/20 

23.  Female  13  yrs. 

Spectacle  refraction: 

OD- 1.75-2.00  X 5 20/20 

OS-3. 00-2.00  X 180  20/20 
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Permalens  X-L: 

OD  8.3  ( l4.5)-2.()0  20/20 

OS  8.3  (14.5)-3.00  20/20 

24.  Male  29  yrs. 

Spectacle  refraction: 

OD-4. 25-2.75  x 105  20/20 

OS-4.50-2.75  X 87  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-4.50  20/20 

OS  8.3  (14.5)-4.50  20/20 

25.  Female  26  yrs. 

Spectacle  refraction: 

OD-3.00-3.50  X 25  20/20 

OS-4.00-2.25  X 160  20/20 

Permalens  X-L: 

OD  8.3  (14.5)-3.00  20/20 

OS  8.3  (15.5)-4.25  20/20 

26.  Female  22  yrs. 

Spectacle  refraction: 

OD-3. 00-4.00  X 180  20/25 

OS-2.50-4.00  X 180  20/25 

Permalens  X-L: 

OD  8.3  (14.5)-3.00  20/20 

OS  8.3  (14.5)-3.00  20/25 


Keratometer  Reading  Over 
Permalens  X-L: 

OD  43.37-41.50  (X  180) 

OS  43.37-41.50  (X  180) 

Refraction  Over  Permalens  X-L: 

OD-2.50  X 175  20/25 

OS-2.75  X 5 20/25 

Corrected  Astigmatism: 

OD  1.50  D 
OS  1.25  D 


27.  Female  25  yrs. 

Spectacle  refraction: 

OD-5. 00-4.50  X 20  20/25 

OS-5.00-4.50  X 120  20/25 

Permalens  X-L: 

OD  8.3  (14.5)-5.00  20/25 

OS  8.3  (14.5)-5.00  20/25 

28.  Female  16  yrs. 

Spectacle  refraction: 

OD-0.50-5.00  X 5 20/25 

OS-0.25-5.25  X 175  20/25 
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Permalens  X-L: 


OD  8.3  (14.5)-1.25  20/25 

OS  8.3  {14.5)-L00  20/25 

29.  Female  14  yrs. 

Spectacle  refraction: 

OD-0.75-4.25  X 175  20/20 

OS-3. 25-0.25  X 60  20/20 


Keratometer  Reading: 

OD  45.50-41.25  (X  180) 
OS  44.25-43.75  (X  40) 

Permalens  X-L: 


OD  8.3  (14.5)-1.00  20/25 

OS  8.3  (14.5)-3.50  20/20 

Refraction  Over  Permalens  X-L: 

OD-3. 25  X 175  20/20 

OS  Plano  20/20 


Corrected  Astigmatism: 

OD  1.00  D 
OS  0.25  D 

30.  Male  18  yrs. 

Spectacle  refraction: 

OD-0.50-5.00  X 175  20/20 

OS-L75-5.00  X 5 

Keratometer  Reading: 

OD  44.50-39.50  (X  179) 

OS  44.00-39.25  (X  180) 

Permalens  X-L: 

OD  8.3  (14.5)-0.75  20/25 

OS  8.3  (14.5)-L75  20/25 

Keratometer  Reading  Over 
Permalens  X-L: 

OD  41.75-39.00  (X  3) 

OS  42.50-39.00  (X  177) 

Refraction  Over  Permalens  X-L; 

OD-3. 50  X 175  20/20 

OS-3.75  X 5 20/25 

Corrected  Astigmatism: 

OD  1.50  D 
OS  1.25  D 

As  shown  in  Table  I,  sixty  (60)  eyes  were  examined,  36 
eyes  had  astigmatism  with  the  rule  varying  from  0.50  to 
5.25  D,  14  had  astigmatism  against  the  rule  varying  from 
0.50  to  2.75  D,  and  10  had  oblique  astigmatism. 

Twenty  seven  (27)  eyes  presenting  astigmatism  with  the 
rule  from  0.50  to  3.50  D,  14eyes  with  astigmatism  against 
the  rule  from  0.50  to  2.75  D and  10  eyes  presenting 
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oblique  astigmatism  from  0.25  to  2.00  D attained  each  a 
visual  acuity  of  20/20. 

Nine  (9)  presenting  astigmatism  with  the  rule  from 
4.00  D.  to  5.25  D.  attained  each  a visual  acuity  of  20/25. 


TABLE  I 


Number  of  Eyes  with  Types  of  Astigmatism 
and  Visual  Acuities 


Visual 

Astigmatism 

Astigmatism 

Oblique 

Acuity 

with  the  Rule 

Against 
the  Rule 

Astigmatism 

20/20 

0.50  D-3.50  D 

0.50  D-2.75  D 

0.25  D-2.50  D 

(27  eyes) 

(14  eyes) 

( 10  eyes) 

20/25 

4.00  -5.25  D 

(9  eyes) 

Discussion 

All  patients  were  satisfied  with  their  vision  through  the 
Permalens  X-L.  Most  attained  vision  of  20/20  or  20/25 
even  in  a case  of  corneal  astigmatism  as  high  as  5.25  D. 
The  Permalens  X-L  seems  to  give  better  visual  acuities  to 
patients  with  great  amounts  of  corneal  astigmatism  than 
most  of  other  soft  spherical  lenses.  How  is  this  accom- 
plished? 

The  central  thickness  of  the  Permalens  X-L  is  greater 
than  in  other  types  of  spherical  soft  lenses.  For  example, 
the  center  thickness  of  the  -3.00  D.  Permalens  X-L  is 
0.25’  mm  whereas  that  of  other  soft  lenses  is  less.  At  the 
same  power  the  regular  Permalens  has  a center  thickness 
of  0.21  mm,  the  Permaflex  0. 14  mm,  the  Bausch  & Lomb 
“O”  0.035  mm,  the  Hydrocurve  55  0.07  mm,  the 
Vistakon  0.07  mm,  the  Syntex  CSl  0.035  mm. 

Even  though  some  investigators  have  shown  that  the 
corneal  toricity  is  transferred  to  the  front  surface  of 
hydrogel  lenses*'^  regardless  of  lens  thickness,  thus 
producing  little  or  no  reduction  in  refractive  astigmatism, 
we  believe  that  the  greater  thickness  of  the  Permalens  X-L 
among  other  things,  makes  it  resist  more  effectively  the 
transfer  of  the  corneal  toricity  to  the  front  surface. 

Michael  Harris  O.D.,  and  Associates,  in  1979* 
measured  residual  astigmatism,  visual  acuity,  and  trans- 
ferred corneal  toricity  in  a double  masked  fashion  on  24 
randomly  selected  patients  fitted  with  Baush  & Lomb, 
the  Hydrocurve  II,  and  the  AO  soft  hydrophillic  contact 
lenses  and  found  that  all  three  lens  types  produced  an 
small  but  similar  reduction  in  refractive  astigmatism. 
Because  of  residual  astigmatism  they  said,  fewer  eyes 
achieved  20/20  visual  acuity  with  each  of  the  hydrogel 
lens  types  than  with  the  best  spectacle  correction.  The 
mean  reduction  in  refractive  astigmatism  obtained  varied 
from  0.17  Dm  the  Hydrocurve  II  to  0.22  D in  the  AO 
Soft  hydrophillic  lenses. 

Eight  patients  tested  for  corrected  corneal  astigmatism 
by  the  Permalens  X-L  showed  values  from  0.25  D to 
1.50  D indicating  that  this  lens  resists  more  effectively 
the  transfer  of  the  corneal  toricity  to  the  front  surface. 


However,  there  are  additional  characteristics  that  give 
the  Permalens  X-L  the  advantage  in  improving  subjective 
visual  acuities  in  patients  with  high  amount  of  corneal 
astigmatism.  The  X-L  lens  is  manufactured  by  a process 
of  moulding,  which  partially  eliminates  some  of  the 
irregularities  from  the  corneal  optic  cap.  Its  diameter  of 
14.5  mm  makes  it  rest  on  the  sclera  for  firm  support.  Its 
base  curve  of  8.3  mm  is  the  best  possible  choice,  consider- 
ing that  human  corneas  may  range  from  7.0  to  9.5  mm. 
Its  high  water  content  of  71%  makes  it  more  stable  as  it 
permits  the  lens  water  content  to  equilibrate  quickly  with 
tears. 

Our  recommendation  is  to  try  it  when  you  have 
patients  with  corneal  astigmatism  from  1 to  3 D that 
cannot  tolerate  hard  lenses. 

Resumen:  Se  examinaron  treinta  pacientes,  equivalen- 

tes a 60  ojos,  seleccionados  a la  azar,  para  mejoría  de  la 
visión  subjetiva  y la  corrección  de  astigmatismo  corneal  con 
el  uso  del  lente  de  contacto  Permalens  X-L.  La  visión 
subjetiva  mejoró  satisfactoriamente  en  todos  los  pacientes 
y el  astigmatismo  corneal  se  corrigió  en  0.25  Da  1.50  D. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Control  del  Estrés  y el  Comportamiento 
Violento  en  Puerto  Rico:  Progreso  Hacia  los 
Objetivos  Nacionales  de  Salud  Para  1990 

(VIII) 

José  G.  Rigau-Pérez,  MD,  FAAP* 
Silvia  Rosado  Vélez,  RN,  MSN** 


Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  publicó  unas  metas  para  el  mejoramiento 
de  la  salud  de  los  habitantes  del  pais  en  los  próximos  diez 
años.  De  los  catorce  objetivos  nacionales  de  salud  para 
1990  referentes  al  control  del  estrés  y el  comportamiento 
violento,  uno  está  alcanzado  en  Puerto  Rico  (tasa  de 
suicidio  menor  de  11  por  cien  mil  en  personas  de  15  a 24 
años  de  edad).  Cinco  objetivos  están  siendo  perseguidos 
(disminuir  por  25%  las  lesiones  y muertes  infligidas  a los 
niños  por  progenitores  abusivos,  duplicar  el  número  de 
personas  asistidas  por  grupos  de  respaldo  mutuo  o ayuda 
propia,  desarrollar  métodos  para  evaluar  las  principales 
categorías  de  ocupaciones  en  términos  de  carga  de  estrés 
ambiental,  la  investigación  cientifíca  debe  aumentar 
grandemente  la  base  de  conocimientos  sobre  los  efectos  y el 
manejo  del  estrés,  y la  confíabilidad  de  los  datos  de  inci- 
dencia y prevalencia  de  abuso  de  menores  y otras  formas  de 
violencia  familiar  debe  también  aumentar  grandemente). 
No  hay  información  para  evaluar  la  situación  en  Puerto 
Rico  respecto  a los  ocho  objetivos  restantes:  tasa  de 
homicidio  menor  de  60  por  cien  mil  en  varones  negros  de  15 
a 24  años  de  edad,  disminuir  por  25%  el  número  de  pistolas 
(“handguns”)  en  posesión  privada,  más  del  50%  de  la 
población  mayor  de  15  años  de  edad  debe  poder  identificar 
una  agencia  apropiada  de  la  comunidad  que  ayude  a afron- 
tar una  situación  estresante,  más  del  60%  de  los  jóvenes  de 
15  a 24  años  de  edad  debe  poder  identificar  una  linea 
telefónica  de  auxilio  (“hotline”)  para  la  prevención  de 


*"Medical  Epidemiologist,  Division  of  Field  Services,  Centers  for 
Disease  Control":  Director,  División  de  Epidemiología,  Departamento  de 
Salud  de  Puerto  Rico,  Apartado  71423,  Correo  General  de  San  Juan, 
Puerto  Rico  00936 

**Enfermera  Epidemiólogo,  División  de  Epidemiología:  Actualmente, 
Directora  Asociada  en  Educación,  Departamento  de  Enfermería,  Hospital 
de  Siquiatría  de  Rio  Piedras,  Secretaria  Auxiliar  para  Salud  Mental, 
Departamento  de  Salud  de  Puerto  Rico 


suicidios,  más  del  60%  de  los  médicos  de  atención  primaria 
debe  tomar  un  historial  cuidadoso  de  estrés  personal  y de 
destrezas  sicológicas  para  manejar  situaciones  difíciles 
(“coping”)  que  tienen  sus  pacientes,  la  identificación  y el 
control  del  estrés  deben  convertirse  en  componentes 
integrales  de  los  servicios  de  salud  ofrecidos  por  programas 
organizados  de  salud,  más  del  30%  de  las  500  empresas  más 
grandes  debe  ofrecer  en  el  trabajo  programas  de  reducción 
de  estrés,  y debe  haber  encuestas  que  demuestren  qué 
porcentaje  de  la  población  percibe  que  el  estrés  afecta 
adversamente  su  salud,  y qué  proporción  de  este  porcentaje 
está  tratando  de  utilizar  técnicas  apropiadas  de  control  de 
estrés.  La  obtención  de  estos  objetivos  en  Puerto  Rico,  al 
igual  que  en  otros  estados,  exige  la  cooperación  de  diversas 
instituciones  gubernamentales,  privadas,  académicas  y 
cívicas. 

En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años.  ‘ Entre  estas  metas  está 
el  control  del  estrés  y el  comportamiento  violento. 
Quince  asuntos  prioritarios  fueron  identificados:  control 
de  la  hipertensión,  planificación  familiar,  salud  durante 
el  embarazo  y el  primer  año  de  vida,  inmunizaciones, 
enfermedades  de  trasmisión  sexual,  control  de  agentes 
tóxicos,  seguridad  y salud  ocupacional,  prevención  de 
accidentes  y control  de  traumatismos,  fluorización  y 
salud  dental,  vigilancia  y control  de  enfermedades 
infecciosas,  fumar  y el  deterioro  en  la  salud,  abuso  de 
alcohol  y drogas,  nutrición,  acondicionamiento  físico  y 
ejercicio,  y control  del  estrés  y el  comportamiento  vio- 
lento. Dentro  de  cada  área  se  especificaron  los  objetivos  a 
alcanzar  para  1990.  Estos  objetivos  (226  en  total), 
planteados  de  manera  mensurable,  se  desarrollaron  en 
consulta  con  más  de  quinientos  expertos  de  los  sectores 
público  y privado,  que  representaban  agencias  de  salud 
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federales,  estatales  y locales,  grupos  de  consumidores, 
organizaciones  de  voluntarios  y profesionales  de  salud. 
Las  metas  se  establecieron  tomando  en  cuenta  las 
tendencias  actuales  de  factores  pertinentes,  tales  como 
cambios  demográficos,  estilos  de  vida  y la  disponibilidad 
de  fondos,  y detallando  lo  que  se  asumió  ocurriría  con 
estos  factores  en  la  década  de  1981  1990.  Las  metas  no  se 
han  establecido  como  una  resposabilidad  federal;  han  de 
alcanzarse  por  los  esfuerzos  de  toda  la  gama  de  agencias  e 
instituciones  públicas  y privadas,  de  personas  y comuni- 
dades. El  gobierno  federal  se  ve  llamado  a dirigir, 
catalizar  y respaldar  un  esfuerzo  colectivo  con  móviles 
locales,  y lleva  a cabo  evaluaciones  periódicas  del  pro- 
greso hacia  esos  objetivos.^'^  Este  artículo  presenta  la 
situación  actual  en  Puerto  Rico  respecto  a los  objetivos 
relacionados  al  control  del  estrés  y el  comportamiento 
violento. 

El  término  estrés,  según  se  utiliza  en  este  artículo,  se 
refiere  a las  presiones  y tensiones  (inducidas  por  la 
conducta,  o los  factores  biológicos,  económicos,  o 
ambientales)  que,  si  no  se  manejan  apropiadamente, 
pueden  llevar  a inadaptaciones  o desajustes  psicológicos 
o fisiológicos,  manifestados  en  fenómenos  como  lasitud, 
dolor  de  cabeza,  obesidad,  ausentismo,  enfermedad, 
propensión  a accidentes,  o violencia.  El  comportamiento 
violento  hace  un  daño  enorme  a la  salud  física  y mental  en 
nuestra  comunidad,  y numerosos  factores  provocan  las 
muchas  formas  de  conducta  violenta  (como  suicidio, 
homicidio,  agresión,  violación,  abuso  de  menores  y 
cónyuges).  Los  programas  de  salud  no  pueden,  aislada- 
mente, bregar  con  estos  factores;  muchos  aspectos 
importantes  de  nuestra  estructura  social  están  envueltos, 
tales  como  la  familia,  la  comunidad,  la  relación  de  niveles 
sociales,  el  sistema  educativo,  y la  estructura  económica. 
Aunque  se  desconoce  mucho  sobre  los  medios  de  reducir 
la  mortalidad  asociada  al  comportamiento  violento,  se 
pueden  tomar  pasos  importantes  y útiles  para  disminuir 
la  conducta  agresiva  y sus  efectos  nocivos.* 

Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  los 
autores  y se  citan,  en  comillas,  tal  como  aparecen  en  el 
texto  original  en  inglés.'  Los  estimados  de  incidencia 
mencionados  como  parte  de  la  cita  se  refieren  siempre  a 
los  Estados  Unidos.  Cada  meta  se  rotuló  “AA”,  “P”,  o 
“I”  de  acuerdo  con  los  siguientes  criterios:  AA(aparente- 
mente  alcanzada)  si  la  evidencia  disponible  indica  que  el 
estado  de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  o un 
programa  establecido  para  el  control  de  la  enfermedad  o 
prestación  del  servicio;  I (indocumentada)  si  la  informa- 
ción específica  que  estipula  el  objetivo  no  se  conoce  para 
Puerto  Rico. 

Este  artículo  se  limita  a comentar  los  datos  publicados 
o de  fácil  elaboración  respecto  a los  objetivos  nacionales 
relacionados  con  el  control  del  estrés  y el  comporta- 
miento violento.  Los  datos  de  mortalidad  se  extrajeron 
de  los  informes  anuales  de  estadísticas  vitales  del 
Departamento  de  Salud  de  Puerto  Rico,  con  las  causas  de 


muerte  identificadas  por  número,  según  la  novena 
edición  de  la  “International  Classification  of  Diseases, 
Injuries  and  Causes  of  Death”  (ICDA-9).  En  esta 
clasificación  los  suicidios  tienen  los  rubros  E950-E959.9, 
y los  homicidios  los  rubros  E960-E969.9.  Los  homicidios 
ocurridos  durante  una  acción  policial  se  clasifican  bajo 
rubros  diferentes  (“intervención  legal”;  E970-E978.9).® 

Se  citan  informes  mimeografiados  y comunicaciones 
personales  de  oficiales  de  agencias  gubernamentales, 
pero  no  se  han  considerado  estudios  llevados  a cabo  por 
estudiantes,  para  llenar  requisitos  de  cursos  o de  gra- 
duación, pues  usualmente  son  investigaciones  de  mues- 
tras muy  pequeñas,  que  producen  conclusiones  de 
aplicabilidad  general  cuestionable. 

OBJETIVOS  PARA  1990  O ANTES 
Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  la  tasa  de  muerte  por  homicidio  en 
varones  negros  de  15  a 24  años  de  edad  debe  reducirse  a 
menos  de  60  muertes  por  100,000  habitantes.  (En  1978,  la 
tasa  de  homicidio  para  este  grupo  de  la  población  era  72.5 
por  100,000).”-! 

En  las  estadísticas  de  Estados  Unidos  se  usan  los  datos 
sobre  raza  como  sustitutos  de  datos  sobre  condición 
socioeconómica.  La  tasa  de  muerte  por  homicidio  para 
varones  negros  en  Estados  Unidos,  de  1970a  1978,  fue  5 a 
10  veces  mayor  que  la  tasa  para  varones  blancos.'*  En 
Puerto  Rico  no  hay  grupos  étnicos  o raciales  identifi- 
cados en  las  estadísticas  vitales,  ni  tampoco  una  cate- 
gorización  de  las  muertes  por  nivel  socioeconómico,  o 
área  específica  de  residencia  (como  por  ejemplo,  urbani- 
zaciones con  residentes  de  ingreso  promedio  alto,  resi- 
denciales públicos,  o arrabales).  Las  estadísticas  vitales 
de  Puerto  Rico  ofrecen  datos  de  mortalidad  por  edad, 
sexo,  y tipo  de  homicidio  (trauma,  arma  de  fuego,  etc.)  La 
tasa  anual  promedio,  para  el  cuatrienio  1980-1983,  de 
homicidio  en  hombres  en  Puerto  Rico,  de  1 5 a 24  años  de 
edad,  fue  43.3  (134  casos  ) con  extremos  de  35.7  (109 
casos  en  1983)  a 52.3  (159  casos  en  1981).  La  tasa  anual 
promedio  para  ese  período  para  la  población  general  de 
Puerto  Rico  fue  15.2  (494  casos)  con  extremos  de  13.2 
(433  casos  en  1983)  a 16.7(541  casos  en  1981).’"“' Según 
datos  de  la  Policía  de  Puerto  Rico  (datos  no  estrictamente 
comparables  a los  de  las  estadísticas  vitales),  la  tasa  de 
homicidios  en  1984  fue  14.8  (483  casos)  y subió  a 17.2 
(566  casos)  en  1985.“"'’ 

b.  “Para  1990,  las  lesiones  y las  muertes  infligidas  a los 
niños  por  progenitores  abusivos  deben  reducirse  por 
25%,  por  lo  menos.  (No  hay  datos  de  referencia  confia- 
bles disponibles  - los  estimados  varían  de  200,000  a 
4 millones  de  casos  de  maltrato  de  menores  ocurriendo 
anualmente  en  Estados  Unidos). ”-P 

Varios  artículos  en  este  Boletín  testimoniaron  en  la 
década  pasada  el  daño  causado  por  el  maltrato  de  meno- 
res en  familias  puertorriqueñas.""'®  Desde  mayo  de  1978, 
el  Programa  de  Servicios  a Familias  con  Niños,  en  el 
Departamento  de  Servicios  Sociales,  tiene  en  funcio- 
namiento un  Registro  central  de  casos  de  abuso  y negli- 
gencia de  menores.  El  Registro  es  un  sistema  de  vigilancia 
epidemiológica  de  casos  de  abuso  y negligencia,  inclu- 
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yendo  situaciones  de  maltrato  fisico,  emocional,  abuso 
sexual,  explotación,  y negligencia  respecto  a per- 
sonas menores  de  18  años  de  edad.  Su  base  legal  es  la 
ley  75  del  28  de  mayo  de  1980  (Ley  de  protección  de 
menores),  un  estatuto  que  recogió  y puso  al  día  las  dispo- 
siciones de  varias  leyes  locales  de  la  década  anterior, 
sobre  los  servicios  y procedimientos  para  garantizar  la 
protección  de  los  menores  que  son  víctimas  de  maltrato  o 
negligencia.  Entre  esas  leyes  anteriores  están  la  ley  191  de 
1974,  que  estableció  que  todos  los  casos  de  abuso  o 
abandono  de  niños  fueran  notificados  al  Departamento 
de  Servicios  Sociales,  y dispuso  la  imposición  de  penali- 
dades a toda  persona  negligente  en  el  cumplimiento  de  la 
obligación  de  notificar;  y la  ley  47  de  1973  que  autorizó  al 
Departamento  de  Servicios  Sociales  y las  Cortes  de 
Distrito  a intervenir  en  casos  de  emergencia  que  envol- 
viesen la  custodia  de  un  menor.*’  Para  las  notificaciones, 
el  Registro  provee  una  línea  telefónica  especial  (“hot 
line”)  (724-1333),  atendida  a toda  hora  por  trabajadoras 
sociales  o (en  altas  horas  de  la  noche)  grabadoras  auto- 
máticas, y que  está  accesible  a toda  la  isla,  pues  acepta 
llamadas  con  cargos  revertidos.  Los  casos  notificados 
son  anotados  en  el  Registro  Central,  y referidos 
rápidamente  a la  oficina  regional  correspondiente  del 
Departamento.  Las  oficinas  locales  envían  al  Registro 
informes  periódicos  de  seguimiento  o cierre  de  los  casos. 
Si  la  situación  de  maltrato  o negligencia  es  informada 
directamente  a una  oficina  local,  la  oficina  notifica  el 
caso  y su  seguimiento  al  Registro  Central.** 

Como  complemento  al  Registro,  el  Programa  de 
Servicios  a Familias  con  Niños  ha  desarrollado  cuatro 
hogares-albergues  de  emergencia,  para  recibir  niños 
víctimas  de  maltrato  a cualquier  hora  del  día  o la  noche,  y 
alojarlos  hasta  por  30  días.  También  ha  creado  un  hogar 
de  grupo  para  alojar  hasta  por  18  meses  personas  de  10  a 
17  años  que  no  pueden  regresar  a su  hogar  natural,  y para 
los  cuales  es  dificil  conseguir  hogares  de  crianza.  En  cada 
una  de  las  10  regiones  administrativas  del  Departamento 
de  Servicios  Sociales  se  ha  creado  una  Unidad  de  Servi- 
cios de  Protección,  para  agilizar  la  asistencia  a las  vícti- 
mas de  maltrato  y sus  familiares. 

En  los  primeros  cinco  años  de  operación  los  casos 
notificados  al  Registro  aumentaron  cada  año,  de  3,307  en 
1978-79  a 5,785  en  1982-83  (un  aumentodel  75%).  Para  el 
año  siguiente  los  casos  disminuyeron  un  0.6%  (a  5,753). 
Ante  ese  volumen  de  notificaciones,  los  recursos  del 
Programa  de  Servicios  a Familias  con  Niños  no  han 
permitido  un  seguimiento  de  todos  los  casos  referidos.  En 
1983-84  se  atendieron  5,539  (68%)  de  las  8,129  notifica- 
ciones pendientes  de  investigación  (incluyendo  las 
pendientes  del  año  anterior).*’  No  es  posible  precisar  si  el 
aumento  en  la  notificación  de  casos  de  maltrato  de 
menores  en  Puerto  Rico  es  reflejo  de  un  empeoramiento 
real  del  problema,  o si  es  sólo  una  consecuencia  del 
mejoramiento  de  la  vigilancia,  respondiendo  a la 
creación  de  leyes  y programas  especiales.  La  leve  dismi- 
nución de  casos  para  1983-84  puede  ser  un  indicio  de 
nivelación  futura  en  el  número  de  informes,  por  apro- 
ximarse ya  a la  situación  real,  o porque  el  sistema  de 
notificación  haya  llegado  a un  punto  de  saturación  o cre- 
cimiento máximo  para  los  recursos  de  que  dispone. 

La  notificación  de  casos  es  todavía  deficiente.  Aunque 


la  ley  exige  a los  médicos  notificar  casos  de  abuso  a 
menores,  las  notificaciones  por  médicos  privados  apor- 
tan sólo  el  1%  de  los  casos  del  Registro.  Los  recursos  del 
sistema  son  escasos.  El  procesamiento  de  expedientes  no 
está  computarizado.  Hay  dificultades  en  dar  seguimiento 
adecuado  a los  casos:  los  datos  no  proveen  información 
sobre  reincidencias,  ni  están  organizados  para  investigar, 
en  el  futuro,  los  resultados  a largo  plazo  del  abuso  en  los 
niños.  La  computarización  del  Registro  se  proyecta  para 
el  próximo  año. 

c.  “Para  1990,  la  tasa  de  suicidio  entre  las  personas  de 
15  a 24  años  de  edad  debe  estar  bajo  1 1 por  100,000.  (En 
1978,  la  tasa  de  suicidio  para  este  grupo  de  edad  fue  12.4 
por  100,000.)”-  A A 

La  tasa  anual  promedio,  para  el  cuatrienio  1980-1983, 
de  suicidio  en  habitantes  de  Puerto  Rico,  de  15  a 24  años 
de  edad,  fue  6.0  (38  casos),  con  extremos  de  5.0  (31  casos 
en  1981)  a 7.4  (48  casos  en  1980).  La  tasa  anual  promedio 
para  ese  período  para  la  población  general  de  Puerto 
Rico  fue  9.4  (306  casos),  con  extremos  de  9.1  (292  casos  en 
1980)  a 10.0  (328  casos  en  1983). ’'*‘’  Según  datos  de  la 
Policía  de  Puerto  Rico  (datos  no  estrictamente  compa- 
rables a los  de  la  estadísticas  vitales),  la  tasa  de  suicidios 
en  1984  fue  9.9  (323  casos)  y bajó  a 8.8  (290  casos)  en 
1985.*^ 

La  características  de  los  suicidios  en  Puerto  Rico  se  han 
mantenido  uniformes  en  los  últimos  años.  La  gran 
mayoría  (sobre  el  80%)  de  los  suicidas  son  hombres. 
Aunque  menos  del  20%  de  los  suicidas  son  menores  de  25 
años,  el  suicidio  es  la  quinta  causa  más  frecuente  de 
muerte  entre  personas  de  15  a 19  años,  y la  tercera  más 
frecuente  entre  los  ciudadanos  de  20  a 24  años  de  edad.  El 
modo  de  suicidio  usado  por  más  del  50%  de  los  varones 
ha  sido  el  ahorcamiento,  y le  siguen  en  orden  de  frecuen- 
cia las  armas  de  fuego  y explosivos  (más  del  25%),  y el 
envenenamiento  (sobre  el  10%  de  los  casos).  Las  pocas 
mujeres  suicidas  utilizan  también  con  más  frecuencia 
(más  del  35%)  la  horca,  luego  el  veneno  (sobre  el  20%),  y 
luego  las  armas  de  fuego  y explosivos  (cerca  del  20%).’° 
En  Estados  Unidos  también  la  mayoría  de  los  suicidas 
son  hombres,  pero  usan  predominantemente  armas  de 
fuego.  De  1970a  1980  la  tasa  de  suicidio  en  varones  de  15 
a 24  años  de  edad  en  Estados  Unidos  aumentó  50%, 
haciendo  que  el  suicidio  fuera  la  tercera  causa  de  muerte 
para  la  población  de  15  a 24  años  de  edad  en  1980.’* 

Este  objetivo  está  aparentemente  conseguido  en 
Puerto  Rico,  pero  es  necesario  recalcar  que  la  confiabi- 
lidad de  los  datos  está  limitada  por  la  exactitud  con  que  se 
puede  determinar  la  causa  de  muerte.  Por  ejemplo,  del 
total  de  muertes  (1,818)  ocurridas  en  Puerto  Rico  por 
causas  externas  en  1982,  hubo  127  casos  (7.0%)  en  los  que 
no  se  pudo  precisar  si  el  suceso  fue  un  accidente,  un 
homicidio,  o un  suicidio.’®  Además,  un  número  descono- 
cido de  suicidas  consigue  cubrir  la  naturaleza  de  su 
acción  con  la  apariencia  de  un  accidente,  para  evitarle  a 
sus  familiares  remordimientos  y pérdidas  de  beneficios  de 
seguros  de  vida.  Las  estadísticas  de  mortalidad  no 
mencionan  los  intentos  suicidas  fallidos.  El  cuidado  de 
esos  sobrevivientes  presente  la  oportunidad  de  aprender 
sobre  las  causas  del  suicidio,  ya  que  la  mayoría  de  los 
suicidas  no  deja  explicación  de  sus  motivos,  y resulta 
indispensable  también  para  prevenir  otros  intentos 
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suicidas  en  esa  persona,  y su  núcleo  familiar  o social. 
Reducción  de  factores  de  riesgo 

Hay  factores  de  riesgo  para  estrés  que  están  bien  iden- 
tificados. Algunos  de  ellos  se  mencionan  en  artículos  ya 
publicados  de  esta  serie,  sobre  planificación  familiar 
(embarazos  no  deseados),  y seguridad  y salud  ocupacio- 
nal,  o en  artículos  futuros  sobre  abuso  de  alcohol  y 
drogas,  y acondicionamiento  físico  y ejercicio. Otros 
factores  de  riesgo,  como  los  que  están  incluidos  en  el 
historial  familiar,  y los  cambios  vitales  importantes,  no 
son  fácilmente  controlables  o cuantificables,  y por  lo 
tanto  no  se  especifican  como  objetivos  mensurables. 

d.  “Para  1990,  el  número  de  pistolas  y revólveres 
(“handguns”)  en  posesión  privada  debe  haber  dismi- 
nuido por  25%.  (En  1978,  el  número  total  de  pistolas  y 
revólveres  en  posesión  privada  se  estimó  era  30  a 40 
millones.)”-! 

Según  los  datos  compiladores  por  la  Policía  el  número 
de  licencias  de  portación  de  armas  expedidas  a particu- 
lares cada  año  de  1981  a 1985  ha  variado  de  13,727  (en 
1984)  a 19,170  (en  1982),  con  un  promedio  anual  de 
17,892.^^  No  hay  datos  sólidos  de  referencia  para  Puerto 
Rico  respecto  al  total  de  armas  de  fuego  (autorizadas  o 
ilegales)  en  posesión  privada.  Los  estimados,  de  exactitud 
enormemente  discutible,  llegan  a un  extremo  de  800,000 
armas  de  fuego  circulando  en  la  isla.^’ 

Mayor  concientización  pública  y profesional 

e.  “Para  1990,  más  del  50%  de  la  población  mayor  de 
15  años  de  edad  debe  poder  identificar  una  agencia  apro- 
piada de  la  comunidad  que  ayude  a afrontar  una 
situación  de  mucho  estrés.  (No  hay  datos  de  referencia 
disponibles).”-! 

No  hay  datos  de  referencia  para  Puerto  Rico  sobre  los 
datos  que  piden  éste  y los  próximos  dos  obejtivos,  ni  hay 
en  la  isla  servicios  públicos  como  los  que  piden  éste  y el 
próximo  objetivo. 

f.  “Para  1990,  más  del  60%  de  los  jóvenes  de  15  a 24 
años  de  edad  debe  poder  identificar  una  línea  telefónica 
de  auxilio  (“hotline”)  para  la  prevención  de  suicidios. 
(No  hay  datos  de  referencia  disponibles.)”-! 

No  hay  en  la  isla  un  “hotline”  para  suicidas  potencia- 
les. La  Fundación  Puertorriqueña  para  la  !nvestigación  y 
Prevención  del  Suicidio,  mediante  PANAS  (Proyecto  de 
Ayuda  a Niños  y Adolescentes  Suicidas),  provee  servicios 
de  orientación,  información,  evaluación  psicológica  y 
psiquiátrica,  consejería  y psicoterapia  para  niños  y 
adolescentes  que  exhiben  comportamiento  suicida,  y 
para  sus  familias.  La  Fundación  atiende  solicitudes  de 
información  por  el  teléfono  781-8284,  y por  el  Apartado 
2492,  Correo  General  de  San  Juan,  PR,  00936. 

g.  “Para  1990,  más  del  60%  de  los  médicos  de  atención 
primaria  debe  tomar  un  historial  cuidadoso  del  estrés 
personal  y las  destrezas  sicológicas  para  manejar 
situaciones  difíciles  (“coping”)  que  tienen  sus  pacientes. 
(No  hay  datos  de  referencia  disponibles.)”-! 

Mejoramiento  en  los  servicios  y la  protección 

h.  “Para  1990,  para  reducir  la  brecha  entre  necesidad  y 
disponibilidad  en  servicios  de  salud  mental,  el  número  de 


personas  asistidas  por  grupos  de  respaldo  mutuo  o ayuda 
propia  debe  duplicarse  de  las  cifras  de  referencia  para 
1978.  (En  1978,  los  estimados  variaban  desde  2.5  a 
5 millones,  dependiendo  de  cómo  se  definen  esos 
grupos.  )”-P 

Varios  estudios  epidemiológicos  han  documentado 
una  asociación  entre  el  aislamiento  social  o falta  de 
apoyo,  y mayor  riesgo  de  mortalidad  entre  varones  de 
raza  blanca.  Estos  y otros  estudios  demuestran,  sin 
embargo,  efectos  más  débiles  en  las  personas  de  otras 
razas,  y en  las  mujeres.^*  Es  lógico  hacer  extensivos  estos 
hallazgos  a la  salud  menta!.  La  Secretaría  Auxiliar  de 
Salud  Mental  del  Departamento  de  Salud  estableció  en 
1983  un  Programa  de  Apoyo  Comunitario  para  mejorar 
la  calidad  de  vida  de  los  pacientes  mentales  desinstitu- 
cionalizados, “para  quienes  una  hospitalización  de  24 
horas,  ingreso  en  una  casa  de  salud,  u otros  servicios 
similares  son  innecesarios  o inapropiados”.^’  Los  parti- 
cipantes de  los  grupos  se  reúnen  para  fortalecerse 
mutuamente,  aprender  técnicas  para  manejar  la  con- 
ducta de  sus  familiares  enfermos,  conocer  qué  servicios 
hay  disponibles  para  sus  familiares,  aprender  cómo 
orientar  a la  comunidad  sobre  la  enfermedad  menta!, 
incluir  familiares  en  el  proceso  de  tratamiento,  mejorar 
las  relaciones  entre  la  familia,  las  agencias,  y la  clientela, 
interceder  por  esta  clientela,  integrarla  a la  comunidad  (a 
través  del  mejoramiento  de  relaciones  interpersonales,  y 
arreglos  de  vivienda  y empleo),  y lograr  una  buena  coor- 
dinación entre  distintos  grupos  interesados  por  los 
pacientes  mentales.^®  Para  1985  había  catorce  grupos  de 
ayuda  mutua  e intercesoría  en  la  isla,  con  participación 
de  pacientes  y de  familiares.  El  Programa  de  Apoyo 
Comunitario  atiende  solicitudes  de  información  por  el 
teléfono  781-6188,  por  el  Apartado  61,  San  Juan,  PR, 
00936,  y a través  de  los  Centros  de  Salud  Mental  de  la  isla 
(Aguadilla,  Arecibo,  Bayamón,  Caguas,  Carolina, 
Cayey,  Coamo,  Fajardo,  Humacao,  Manatí  y Mayagüez).^' 

i.  “Para  1990,  la  identificación  y el  control  del  estrés 
deben  convertirse  en  componentes  integrales  de  los 
servicios  de  salud  ofrecidos  por  programas  organizados 
de  salud  [planes  médicos].  (No  hay  datos  de  referencia 
disponibles.)”-! 

No  hay  datos  de  referencia  para  Puerto  Rico  sobre  los 
datos  que  piden  éste  ni  el  próximo  objetivo. 

j.  “Para  1990,  más  del  30%  de  las  500  empresas  más 
grandes  de  Estados  Unidos  deben  ofrecer  en  el  trabajo 
programas  de  reducción  de  estrés.  (No  hay  datos  de 
referencia  disponibles.)”-! 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

k.  “Para  1985,  debe  haber  encuestas  que  demuestren 
qué  porcentaje  de  la  población  de  Estados  Unidos 
percibe  que  el  estrés  afecta  adversamente  su  salud,  y qué 
proporción  de  este  porcentaje  está  tratando  de  utilizar 
técnicas  apropiadas  de  control  de  estrés.”-! 

No  hay  datos  de  referencia  para  Puerto  Rico  sobre  los 
datos  que  pide  este  objetivo. 

l.  “Para  1985,  deben  desarrollarse  métodos  para 
evaluar  las  principales  categorías  de  ocupaciones  en 
términos  de  carga  de  estrés  ambiental. ”-P 

Las  consecuencias  del  estrés  ocupacional  en  Puerto 
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Rico  no  han  sido  medidas,  pero  se  ha  señalado,  como 
índice  de  la  magnitud  del  problema,  que  en  1978-79,  el 
34%  de  los  pagos  a especialistas  contratados  por  el 
Fondo  del  Seguro  del  Estado  (FSE)  fue  para  psiquiatras. 
El  FSE  tiene  como  propósito  la  atención  médica  y com- 
pensación económica  a los  trabajadores  lesionados 
durante  el  desempeño  de  sus  obligaciones  laborales.  Para 
Julio  de  1978,  el  24%  de  los  casos  activos  atendidos  por  el 
FSE  recibía  atención  psiquiátrica.^^ 

El  Instituto  Nacional  para  Seguridad  y Salud  Ocupa- 
cional  (“National  Institute  for  Occupational  Safety  and 
Health-NIOSH”)  es  la  principal  agencia  federal  de 
Estados  Unidos  que  se  encarga  de  investigaciones  sobre 
el  reconocimiento  y control  de  peligros  asociados  al 
trabajo.  “NIOSH”  está  llevando  a cabo  estudios  para 
mejorar  los  métodos  de  medir  y categorizar  el  estrés  en  el 
trabajo,  y para  establecer  la  incidencia  de  problemas 
psicológicos  en  las  diferentes  ocupaciones.  Para  este 
último  propósito,  se  pretende  relacionar  la  características 
de  distintas  ocupaciones  con  evidencia  de  desórdenes 
relacionados  a estrés  en  el  trabajo,  según  se  informa  en 
los  expedientes  de  obreros  incapacitados  pensionados 
por  el  Seguro  Social.  La  recolección  de  datos  está  ahora 
en  proceso." 

m.  “Para  1990,  debe  aumentar  grandemente,  através 
de  investigación  científica,  la  base  de  conocimientos 
sobre  los  efectos  y el  manejo  del  estrés. ”-P 

La  inclusión  del  control  del  estrés  en  los  objetivos 
nacionales  de  salud  ha  estimulado  la  asignación  de 
dineros  federales  para  proyectos  de  investigación  sobre 
este  tema.  El  “National  Institute  of  Mental  Health”  ha 
proporcionado  fondos  para  investigación  básica  y clínica 
sobre  los  efectos  fisiológicos,  bioquímicos,  farmacológi- 
cos, y sicológicos  del  estrés.'* 

n.  “Para  1990,  la  confiabilidad  de  los  datos  de  inci- 
dencia y prevalencia  de  abuso  de  menores  y otras  formas 
de  violencia  familiar  debe  aumentar  grandemente. ”-P 

No  hay  un  estudio  en  Puerto  Rico  que  dé  una  respuesta 
cuantitativa  a la  formulación  cualitativa  de  este  objetivo, 
pero  es  claro  que  el  objetivo  está  siendo  perseguido.  Los 
programas  para  protección  y servicio  a víctimas  de 
violencia  familiar  (como  el  Registro  de  casos  de  maltrato 
de  menores,  y el  Centro  de  ayuda  a víctimasde  violación), 
fueron  fundados  a finales  de  la  década  pasada,  y han 
implantado  sistemas  de  recogida  de  datos  que  han 
resultado  en  una  mejor  definición  de  estos  problemas  en 
Puerto  Rico. 

Discusión 

Una  de  las  principales  fuentes  de  preocupación  para 
los  puertorriqueños  en  los  últimos  años,  y por  lo  tanto, 
una  de  las  causales  de  estrés  en  la  comunidad,  ha  sido  “la 
peligrosa  ola  criminal”,  como  recalcó  una  encuesta 
reciente."  El  número  anual  de  homicidios  es  el  índice  más 
citado  para  medir  la  altura  de  esa  “ola”.  Sin  embargo,  la 
criminalidad  es  un  problema  de  múltiples  manifestacio- 
nes. Hay  medidas  que  pueden  disminuir  la  incidencia  de 
homicidios  sin  afectar  la  incidencia  de  otros  crímenes,  y 
viceversa.  La  inclusión  del  control  del  estrés  y el  compor- 
tamiento violento  entre  los  objetivos  de  salud  para  1990 
puede  parecer  un  gesto  extremadamente  ambicioso,  o de 
manifiesta  superficialidad.  Para  descartar  esa  impresión. 


hay  que  recalcar  que  estos  objetivos  no  se  refieren  a la 
disminución  de  la  criminalidad,  sino  a la  reducción  de  la 
violencia  intrapersonal  e interpersonal,  y especialmente 
de  la  violencia  impulsiva  entre  personas  que  se  conocen. 
El  primer  objetivo  de  esta  serie  (reducción  de  la  tasa  de 
homicidios  en  varones  negros  de  15  a 24  años  de  edad) 
está  justificadamente  incluido  en  la  serie  pues  (al  menos 
en  Estados  Unidos)  una  alta  proporción  de  los  homici- 
dios en  ese  grupo  poblacional  resulta  de  altercados 
súbitos  entre  conocidos."  El  suicidio  y el  abuso  de 
menores  son  claros  ejemplos  de  violencia  por  conducta 
impulsiva  (aunque  muchos  casos  de  suicidio  y abuso  son 
fríamente  premeditados).  Los  otros  objetivos  menciona- 
dos en  este  artículo  se  dirigen  a la  modificación  de  la 
conducta  violenta  mediante  la  eliminación  del  acceso  a 
las  armas  de  fuego,  mediante  la  consejería  en  momentos 
de  crisis,  o la  educación  durante  el  diario  vivir,  en  el 
trabajo  o al  visitar  al  médico. 

De  los  catorce  objetivos  nacionales  de  salud  para  1990 
referentes  al  control  del  estrés  y el  comportamiento 
violento,  uno  está  alcanzado  en  Puerto  Rico  (tasa  de 
suicidio  menor  de  1 1 por  cien  mil  en  personas  de  15  a 24 
años  de  edad).  Cinco  objetivos  están  siendo  perseguidos 
(disminuir  por  25%  las  lesiones  y muertes  infligidas  a los 
niños  por  progenitores  abusivos,  duplicar  el  número  de 
personas  asistidas  por  grupos  de  respaldo  mutuo  o 
ayuda  propia,  desarrollar  métodos  para  evaluar  las 
principales  categorías  de  ocupaciones  en  términos  de  carga 
de  estrés  ambiental,  la  investigación  científica  debe 
aumentar  grandemente  la  base  de  conocimientos  sobre 
los  efectos  y el  manejo  del  estrés,  y la  confiabilidad  de  los 
datos  de  incidencia  y prevalencia  de  abuso  de  menores  y 
otras  formas  de  violencia  familiar  debe  también  aumen- 
tar grandemente).  No  hay  información  para  evaluar  la 
situación  en  Puerto  Rico  respecto  a los  ocho  objetivos 
restantes;  tasa  de  homicidio  menor  de  60  por  cien  mil  en 
varones  negros  de  15  a 24  años  de  edad,  disminuir  por 
25%  el  número  de  pistolas  (“handguns”)  en  posesión 
privada,  más  del  50%  de  la  población  mayor  de  15  años 
de  edad  debe  poder  identificar  una  agencia  apropiada  de 
la  comunidad  que  ayude  a afrontar  una  situación  de 
mucho  estrés,  más  del  60%  de  los  jóvenes  de  1 5 a 24  años 
de  edad  debe  poder  identificar  una  línea  telefónica  de 
auxilio  (“hotline”)  para  la  prevención  de  suicidios,  más 
60%  de  los  médicos  de  atención  primaria  debe  tomar 
un  historial  cuidadoso  del  estrés  personal  y las  destrezas 
sicológicas  para  manejar  situaciones  situaciones  difíciles 
(“coping”)  que  tienen  sus  pacientes,  la  identificación  y el 
control  del  estrés  deben  convertirse  en  componentes 
integrales  de  los  servicios  de  salud  ofrecidos  por 
programas  organizados  de  salud,  más  del  32%  de  las  500 
empresas  más  grandes  debe  ofrecer  en  el  trabajo 
programas  de  reducción  de  estrés,  debe  haber  encuestas 
que  demuestren  qué  porcentaje  de  la  población  percibe 
que  el  estrés  afecta  adversamente  su  salud,  y qué 
proporción  de  este  porcentaje  está  tratando  de  utilizar 
técnicas  apropiadas  de  control  de  estrés. 

Muchos  estudios  sobre  la  violencia  en  Puerto  Rico  han 
sido  publicados.  El  más  abarcador  ha  sido  el  estudio  de  la 
“Etiología  de  la  violencia  en  Puerto  Rico”,  comisionado 
por  el  Departamento  de  Servicios  contra  la  Adicción,  la 
Comisión  (del  Gobernador)  para  Combatir  el  Crimen,  y 
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la  “Law  Enforcement  Assistance  Administration”  en 
1974.  El  equipo  de  investigación  estuvo  compuesto  por 
peritos  en  historia,  derecho,  sicología,  economía, 
educación,  sociología,  trabajo  social,  teoría  política, 
administración  pública,  y estadística.  Esta  colaboración 
interdisciplinaria  produjo  un  informe  de  16  volúmenes, 
en  el  cual  cada  tomo  examinaba  un  tema  especial,  como 
por  ejemplo,  el  análisis  histórico,  la  sociología  de  la  cri- 
minalidad, la  violencia  en  las  relaciones  con  el  Estado,  la 
violencia  en  los  ambientes  escolar  y familiar,  la  Policía,  y 
los  programas  de  prevención  de  delincuencia  juvenil.^* 
En  1980  la  historiadora  Blanca  Silvestrini  publicó  el 
libro  “Violencia  y criminalidad  en  Puerto  Rico  (1898- 
1973)”,  basado  en  su  colaboración  al  estudio  “Etiología 
de  la  violencia”.  Usando  datos  recogidos  de  los  perió- 
dicos y las  estadísticas  de  la  policía,  Silvestrini  estableció 
una  comparación  cuantitativa  de  la  frecuencia  de 
distintos  actos  criminales  (homicidio,  agresión,  etc.)  en 
diferentes  períodos  de  los  75  años  que  cubre  el  libro.  Al 
contrastar  los  datos  numéricos  con  artículos  periodísticos 
y documentos  políticos  desde  1900,  Silvestrini  resaltó  cómo 
testigos  de  diferentes  épocas  las  describían  en  términos 
similares  de  peligrosidad  y desesperación,  y cómo  la 
discusión  del  problemas  de  la  criminalidad  se  ha 
caracterizado  por  la  estridencia  y el  sensacionalismo.^’ 
Los  datos  acopiados  por  Silvestrini  concuerdan,  en 
general,  con  las  estadísticas  de  homicidios  según  lascerti- 
ficaciones  de  defunción  cumplimentadas  desde  1931. 

Hay  que  señalar  que  algunos  de  los  ejemplos  más 
extremos  de  alarma  periodística  que  presenta  Silvestrini 
se  dan  en  épocas  (enero  de  1934,  diciembre  de  1943)  con 
tasas  de  homicidio  igualmente  altas  (sobre  1 2 por  100,000 
habitantes,  ver  gráfica).”  El  examen  de  las  tendencias 
seculares  de  las  tasas  de  homicidio  indica  que  las  tasas 
actuales  son  menores  que  las  de  las  épocas  cerca  de  1935  y 
de  1974. 


Tasas  de  suicidio  y homicidio,  PR 
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Tasas  de  suicidio  y homicidio.  Puerto  Rico,  1931-1985,  por  cien  mil 
habitantes  de  población.  Datos  de  los  Informes  anuales  de  estadísticas 
vitales  (1931-1983),  y la  Policía  de  Puerto  Rico  (1984-1985).  (Referencias 
10-12,  19,  38) 


Según  el  libro  de  Silvestrini  dirige  atención  especial  al 
eco  que  de  la  criminalidad  hace  la  prensa,  el  libro  (leve- 
mente posterior)  de  Vales,  Ortiz,  y Mattei,  “Patrones  de 
criminalidad  en  Puerto  Rico;  apreciación  socio-histórica, 
1898-1980”,  estudia  la  relación  de  la  criminalidad  con  las 
instituciones  sociales  para  su  prevención  y control.  La 
reseña  histórica  sigue  las  líneas  de  la  de  Silvestrini,  y 
luego  recalca  cómo  las  instituciones  policiales  y jurídicas, 
con  cada  vez  mayor  personal  y presupuesto,  no  han 
resultado  exitosas  para  controlar  el  aumento  en  la  delic- 
tividad.'*® 

Más  recientemente,  el  “Informe  Social”  de  la  Junta  de 
Planificación  dedicó  un  capítulo  a la  criminalidad  en 
Puerto  Rico.  El  escrito  resume  los  datos  de  la  actividad 
criminal  hasta  1981,  y presenta  los  factores  asociados  a la 
criminalidad  (urbanismo,  adicción  a drogas,  calidad  de 
vida,  cambio  de  valores,  y desigualdades  sociales). 
Termina  resumiendo  las  recomendaciones  de  estudios 
anteriores  sobre  el  tema.  El  último  capítulo  de  este 
“Informe  Social”  está  dedicado  a la  salud  mental,  y 
menciona  en  ese  contexto  las  estadísticas  recientes  de 
violación,  homicidio,  y suicidio. 

El  suicidio  en  Puerto  Rico  ha  sido  menos  estudiado  que 
la  criminalidad.^®’  Los  estudiosos  que  desde  la  década 
pasada  han  comentado  el  aumento  de  la  violencia  y la 
criminalidad  en  la  isla  analizaron  separadamente  los 
homicidios  sin  a la  vez  considerar  los  suicidios.  Al 
estudiar  en  conjunto  las  tendencias  seculares  de  suicidio  y 
homicidio  en  Puerto  Rico,  se  observa  que  la  curva  de  las 
tasas  anuales  de  suicidio  se  cruza  en  1970  con  la  de  las 
tasas  de  homicidio.  Durante  los  primeros  19  años  de 
publicación  de  las  estadísticas  vitales  de  la  isla  (1912- 
1930)  las  tasas  de  suicidio  fueron  mayores  que  las  de 
homicidio  (que  eran  sospechosamente  insignificantes). 
En  1931  una  nueva  ley  para  registro  de  nacimientos  y 
muertes  produjo  estadísticas  más  verídicas  que  las  de  las 
décadas  anteriores. De  1931  a 1969  las  tasas  de  suicidio 
en  Puerto  Rico  fueron  más  altas  que  las  de  homicidio 
(especialmente  1931-1947,  ver  gráfica).  En  1970  las  dos 
tasas  fueron  casi  idénticas,  y de  197 1 en  adelante  las  tasas 
anuales  de  homicidio  han  sido  mayores  que  las  de  sui- 
cidio. Estas  tendencias  representan  el  total  de  eventos 
registrados  para  la  isla.  Es  posible  que  los  cambios 
observados  se  debieran  a cambios  en  alguna  región  o 
grupo  poblacional  (de  edad  o sexo).  Un  estudio  dirigido  a 
estudiar  las  diferencias  en  las  tendencias  de  las  tasas  de 
suicidio  y homicidio  quizás  sería  muy  útil  para  establecer 
los  patrones  de  conducta  violenta  en  Puerto  Rico. 

La  violencia  como  desahogo  del  estrés  no  se  manifiesta 
únicamente  como  agresión  física.  La  ira,  el  uso  de 
improperios  y palabrotas  en  la  conversación;  la  actitud 
adversativa  ante  opiniones  discrepantes;  el  postular 
complots  para  explicar  las  acciones  de  otras  personas,  y 
luego  usar  la  idea  del  complot  para  justificar  medidas 
arbitrarias  contra  otros;  todo  eso  es  violencia,  aunque  el 
resultado  final  no  sea  una  agresión  fisica,  y aunque  la 
magnitud  del  evento  se  limite  a un  altercado  entre 
compañeros  de  oficina.  La  modificación  de  esos  patrones 
de  violencia,  aún  mediante  las  sugerencias  contenidas  en 
estos  objetivos,  será  una  tarea  ardua  mientras  los  ciuda- 
danos se  avergüencen  de  pedir  ayuda  para  manejar 
situaciones  de  mucho  estrés.  En  tanto  que  la  ayuda 
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(privada  o gubernamental)  para  mantener  o reparar  la 
salud  mental  sea  vista  como  una  desgracia,  los  programas 
de  manejo  de  estrés  no  serán  ampliamente  utilizados. 
Además  del  estrés,  hay  factores  culturales  o aprendidos 
en  la  infancia  que  producen  comportamiento  violento  y 
agresión.  El  estrés,  aisladamente,  no  explica  que  un 
marido  abuse  de  la  esposa  o los  hijos.  El  abuso  físico 
como  norma  de  acción,  especialmente  contra  la  mujer,  se 
incorpora  a las  lecciones  de  la  infancia  en  hogares  vio- 
lentos. El  adulto  que  de  ahí  se  desarrolla  usa  entonces 
consicientemente  la  violencia  como  un  arma  para 
resolver  sus  problemas.  Además,  cuando  los  individuos 
reciben  constantemente  el  mensaje  (por  el  cine,  la 
televisión,  los  periódicos,  o lo  que  diariamente  viven)  de 
que  la  mejor  y más  fácil  manera  de  resolver  situaciones 
conflictivas  es  por  la  fuerza,  los  programas  de  control  del 
estrés  están  en  desventaja  para  afectar  el  comportamiento 
de  la  sociedad. 

Los  homicidios,  los  suicidios,  y los  incidentes  de 
maltrato  ocurren  por  las  actitudes  violentas  de  las  per- 
sonas, pero  también  porque  hay  factores  ambientales  que 
propician  las  consecuencias  fatales  de  esas  actitudes.  El 
conocimiento  de  los  determinantes  ambientales  de  la 
violencia  es  crucial  para  diseñar  medidas  de  prevención. 
Diferentes  tipos  de  homicidio  pueden  tener  diferentes 
causas,  y por  lo  tanto,  ser  prevenibles  de  diferente 
manera.  Además,  el  uso  de  alcohol  y drogas,  al  reducir  las 
inhibiciones  contra  la  conducta  violenta,  puede  aumen- 
tar la  probabilidad  de  que  una  persona  produzca  un 
altercado  que  desemboque  en  una  muerte.  Por  ejemplo, 
las  intervenciones  que  pueden  tener  éxito  en  evitar  que  un 
marido  asesine  su  esposa  en  su  hogar  pueden  ser  muy 
diferentes  de  las  que  eviten  un  homicidio  entre  dos 
extraños  en  una  tienda  durante  un  robo.  Según  datos  de 
la  Policía  de  Puerto  Rico,  de  los  delitos  en  que  se  conocía 
la  relación  entre  víctima  y agresor  en  1984  y 1985,  63-67% 
de  los  homicidios  involucró  parientes,  amigos,  o 
conocidos.  Además,  en  esos  dos  años,  el  70-79%  de  los 
homicidios  ocurrió  por  motivos  de  celos , peleas  de  novios 
o cónyuges,  sexo,  o drogas.  Pero  los  informes  anuales  de 
la  Policía,  que  se  basan  en  la  información  obtenida  al 
comienzo  de  la  investigación  del  deceso,  contienen  infor- 
mación sobre  una  proporción  muy  reducida  de  los  casos 
informados  (hasta  40  y 29%  de  los  casos  en  los  dos  años 
citados,  dependiendo  del  dato  específico).* La  natu- 
raleza de  algunos  crímenes  (cadáveres  hallados  en  parajes 
solitarios,  por  ejemplo),  y el  período  que  es  forzoso 
transcurra  hasta  la  resolución  judicial  de  los  casos,  hacen 
que  a corto  plazo  sea  imposible  conocer  información  que 
podría  recogerse  en  estudios  más  detallados  y de  más 
largo  alcance.  Un  estudio  de  esta  naturaleza  examinó  las 
características  de  los  homicidios  en  la  ciudad  de  Los 
Angeles,  de  1970  a 1979,  un  período  en  que  la  tasa  local  de 
mortalidad  por  homicidio  aumentó  84%  (de  12.5  a 23.0 
por  100,000  habitantes).  El  estudio  utilizó  los  datos 
policiales  y de  medicina  forense,  incluyendo  la  teoría 
policial  de  las  circunstancias  del  crimen  antes  de  ser 
juzgado.  Se  encontró  que  los  homicidios  en  Los  Angeles 
ocurrían  más  frecuentemente  en  el  hogar,  por  medio  de 
una  pistola  o revólver,  como  resultado  de  una  discusión 
entre  conocidos.  Casi  la  mitad  de  las  víctimas  había 
consumido  alcohol  poco  antes  de  su  muerte.  La  creciente 


tasa  de  homicidio  en  Los  Angeles  en  el  período  estudiado 
fue  producida  por  aumentos  en  las  tasasde  homicidios  en 
varones  negros  e hispanos, de  15  a 54  años  de  edad.”  Para 
conocer  cuál  es  el  “problema  de  la  violencia”  de  que 
tanto  se  habla  en  Puerto  Rico,  necesitamos  estudios  tan 
detallados  como  la  investigación  efectuada  en  Los 
Angeles,  o como  otros  informes  recientes  sobre  los 
asesinatos  en  todos  los  Estados  Unidos 

Una  explicación  del  estrés  frecuentemente  usada  indica 
que  “el  estrés  ocurre  cuando  hay  un  sustancial  des- 
balance entre  la  demanda  ambiental  y la  capacidad  de 
repuestas  del  organismo”."*’  Si  las  circunstancias  del 
Puerto  Rico  actual,  o de  la  vida  moderna  en  general,  son 
particularmente  conducentes  a ese  desbalance,  no  debe  la 
sociedad  engañarse  con  soluciones  que  apelan  a la 
nostalgia  por  épocas  más  tranquilas  (que  muchas  veces 
no  lo  fueron),  y sí  necesita  desarrollar  y aceptar  nuevos 
modos  de  conservar  la  salud,  ante  el  estrés  como 
problema  de  salud  contemporáneo. 

Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a list  of  goals  for  the  improvement  of  the  health  of 
the  country's  inhabitants  in  the  next  ten  years.  Of  the 
fourteen  national  health  objectives  for  1990  alluding  to  the 
control  of  stress  and  violent  behavior,  one  has  apparently 
been  achieved  in  Puerto  Rico  (the  reported  rate  of  suicide 
among  people  ages  15  to  24  is  below  11  per  100,000).  Five 
objectives  are  being  pursued  (injuries  and  deaths  to  children 
inflicted  by  abusing  parents  should  be  reduced  by  at  least 
25%;  the  number  of  persons  reached  by  mutual  support  or 
self-help  groups  should  double  from  1978  baseline  figures;  a 
methodology  should  have  been  developed  to  rate  the  major 
categories  of  occupation  in  terms  of  their  environmental 
stress  loads;  the  existing  knowledge  base  through  scientific 
inquiry  about  stress  effects  and  stress  management  should 
be  greatly  enlarged;  the  reliability  of  data  on  the  incidence 
and  prevalence  of  child  abuse  and  other  forms  of  family 
violence  should  be  greatly  increased).  There  is  no  informa- 
tion to  evaluate  the  situation  in  Puerto  Rico  regarding  the 
remaining  eight  objectives:  the  death  rate  from  homicide 
among  black  males  ages  15  to  24  should  be  reduced  to  below 
60  per  100,000;  the  number  of  handguns  in  private 
ownership  should  have  declined  by  25%;  the  proportion  of 
the  population  ove  the  age  of  15  which  can  identify  an 
appropriate  community  agency  to  assist  in  coping  with  a 
stressful  situation  should  be  greater  than  50%;  the  propor- 
tion of  young  people  ages  15  to  24  who  can  identify  an 
accessible  suicide  prevention  “hotline”  should  be  greater 
than  60%;  the  proportion  of  the  primary  care  physicians 
who  take  a careful  history  related  to  personal  stress  and 
psychological  coping  skills  should  be  greater  than  60%; 
stress  identification  and  control  should  become  integral 
component  of  the  continuum  of  health  services  offered  by 
organized  health  programs;  of  the  500  largest  firms,  the 
proportion  offering  work-based  stress  reduction  programs 
should  be  greater  than  30%;  surveys  should  show  what 
percentage  of  the  population  perceives  stress  as  adversely 


*No  hav  en  Puerto  Rico  un  estudio  que  indique  la  proporción  de 
homicidas,  o de  víctimas  de  suicidio  u homicidio,  que  estaban  intoxicadas 
a!  momento  de  cometer  el  crimen  o de  morir. 
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affecting  its  health,  and  what  proportion  of  these  is  trying  to 
use  appropriate  stress  control  techniques.  The  achievement 
of  these  objectives  in  Puerto  Rico,  as  in  other  states, 
requires  the  cooperation  of  many  governmental,  private, 
academic,  and  voluntary  institutions. 
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Abstract:  Pulmonary  infarction  due  to  thromboembo- 

lism is  rarely  diagnosed  during  the  neonatal  period. 
Pulmonary  roentgenogram  findings  during  this  period  are 
usually  related  to  primary  diseases  of  the  lungs.  This  report 
describes  a neonate  with  sudden  consolidation  of  the  left 
upper  lobe  after  cord  prolapse  and  umbilical  vein  catheteri- 
zation with  rapid  death. 

Pulmonary  thromboembolic  phenomena  is  an 
uncommon  cause  of  respiratory  distress  in  the 
newborn  infant.  However  it  has  been  reported  to  ocurr  in 
neonates  with  cerebral  arteriovenous  fistulas  and  has  also 
been  noted  in  autopsied  neonates.  With  the  increasing 
use  of  invasive  monitoring  utilizing  catheters  placed  into 
the  central  circulation,  more  neonates  are  at  risk  of 
pulmonary  embolism. 

The  diagnosis  of  pulmonary  thromboembolism  (PTE) 
with  infarction  should  be  considered  in  an  infant  with 
respiratory  distress  and  unusual  findings  on  chest  roent- 
genography. 

Case  History 

A newborn  girl,  term  adequate  for  gestational  age,  was 
born  at  40  weeks  of  gestation  from  a G3,  P2,  AO 
mother,  via  cesarean  section  due  to  cord  prolapse  after 
amniotomy.  The  mother  had  no  history  of  systemic 
illness,  drug  or  alcohol  abuse,  nor  cigarrette  smoking. 
The  child’s  Apgar  score  was  1 and  6 at  1 and  5 minutes 
respectively.  She  required  endotracheal  intubation  and 
mechanical  ventilation  with  100%  inspired  oxygen  due  to 
apnea  and  severe  bradycardia.  The  patient  was  trans- 
ferred to  the  neonatal  intensive  care  unit  and  placed  on  a 
respirator  due  to  poor  respiratory  effort  and  cyanosis. 
The  respiratory  rate  was  set  at  30  per  minute  with  positive 
inspiratory  pressure  of  18cm  HjO  and  positive  end 
expiratory  pressure  of  4cm  HjO. 

Birth  weight  was  2.7  kg.,  the  length  was  50cm.  and  the 
head  circumference  was  34cm.  Initial  examination 
revealed  extreme  hypotonia,  achrocyanosis  and  large 
caput  succedaneum.  Her  blood  pressure  was  72/41  mm 
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Hg  (mean  43)  and  the  heart  rate  142  per  minute.  No 
spontaneous  respirations  were  noted,however  her  breath 
sounds  were  symmetric.  No  heart  murmurs  were  found 
and  the  abdominal  exam  was  unremarkable. 

Laboratory  data  showed  15,400  WBC  per  cu/mm; 
with  75%  polymorphonuclear;  21%  lymphocytes;  1% 
eosinophils;  3%  bands;  2%  nucleated  RBC.  Her 
hemoglobin  was  10.5  gm/dl  with  a hematocrit  of  3 1 .6%. 
The  serum  glucose  was  423  mg/dl  and  the  serum  sodium 
121  meq/1,  and  the  other  serum  electrolytes  were 
normal.  Five  percent  dextrose  in  water  was  started 
intravenously  at  60ml/kg/day.  Arterial  blood  gases 
showed  a pH  = 7.0,  p02  = 400mm  Hg,  PCOj  = 10.8mm 
Hg.  The  umbilical  vein  was  catheterized  and  a Imeq/kg 
bolus  of  sodium  bicarbonate  solution  was  given  intra- 
venously. Arterial  gases  repeated  after  respiratory 
adjustments  and  bicarbonate  administration  were:  pH 
7.21,  pOj  130mm  Hg,  PCO2  36mm  Hg. 

The  arterial  gases  normalized  after  subsequent  bicar- 
bonate administration  and  the  patient’s  hemodynamic 
status  was  normal.  The  chest  roentgenogram,  done  one 
hour  after  birth,  showed  a homogeneous  density  in  the 
left  upper  lobe,  highly  suggestive  of  atelectasis.  No  plugs 
or  thick  secretions  were  obtained  during  suction  and 
vibration  of  the  trachea.  Hemorrhage  was  seen  through 
the  endotracheal  tube  but  it  cleared  spontaneously  with 
suction.  Her  general  status  remained  the  same  until  the 
third  day,  when  • significant  amount  of  fresh  blood 
emerged  from  the  endotracheal  tube.  The  prothrombin 
time  was  20  seconds  with  a control  of  1 1 sec.,  the  platelet 
count  was  90,000cu/mm;  and  the  partial  thromboplastim 
time  was  80  sec.,  with  a control  of  34  sec.  Disseminated 
intravascular  coagulation  was  suspected  and  lOml/kgof 
fresh  frozen  plasma  was  given  intravenously  over  45 
minutes.  A chest  roentgenogram  at  this  moment  showed 
the  same  homogeneous  density  of  the  left  upper  lobe. 
(Fig.  1 ) Since  she  did  not  respond  to  endotracheal  suction 
and  respiratory  therapy,  along  with  her  deteriorating 
status,  the  possibility  of  pulmonary  infarction  rather 
than  atelectasis  was  entertained. 

The  condition  continued  deteriorating  and  hepatome- 
galy, tachycardia  and  metabolic  acidosis  compatible  with 
congestive  heart  failure  appeared.  Furosemide  1 mg/kg 
was  given  intravenously;  fluids  were  restricted  and  she 
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Figure  1.  Roentgenogram  of  the  chest  showing  homogeneous  density  in 
left  upper  lohe.  The  umbilical  venous  catheter  is  localized  in  the  right 
atrium. 


was  digitalized  using  0.02mg/kg  as  the  total  digitalizing 
dose.  Persistent  metabolic  acidosis  with  hypotension  in 
spite  of  the  above  therapy  inclined  us  to  suspect  severe 
myocardial  dysfunction.  Dobutamine  was  added  to  the 
regime  at  5mcg/kg/min  to  improve  myocardial  contrac- 
tility. Dopamine  at  lOmcg/kg/min  was  also  given  but  the 
patient  had  cardiac  arrest  and  died  at  72  hours  of  age. 

At  autopsy  the  left  lung  was  dark  red,  with  bluish  disco- 
loration of  the  indurated  upper  lobe.  (Fig.  2)  Micros 
copically  the  lobe  showed  a pulmonary  infarction  with 


Figure  2.  Gross  section  showing  pulmonary  infarction  upper  lobe,  left 
lung. 


necrosis  of  the  alveolar  walls  and  bronchioli.  Also 
microscopic  pulmonary  thrombi  were  found  in  the  left 
lung  arterioles.  (Fig.  3)  A mild  bronchopneumonic 
process  was  evident  in  the  right  lung. 


Figure  3.  Flistological  section  from  left  lung  demonstrating  occlusion  of 
pulmonary  arterioles  by  organized  thrombus  and  destruction  of  alveolar 
wall. 


Discussion 

Pulmonary  infarction  secondary  to  thromboembolic 
phenomena  in  an  extremely  rare  lesion  in  the  neonatal 
period.  The  largest  series  published  regarding  pulmonary 
thromboembolism  (PTE)  in  neonates  was  by  Sanerkin, 
et  al‘,  in  1969.  In  330  neonatal  autopsies  PTE  was  found 
in  14%,  the  commonest  sites  of  origin  being  the  ductus 
venosus,  intrahepatic  veins,  umbilical  vein  and  ductus 
arteriosus.  They  suggested  that  embolism  from  umbilical 
and  hepatic  veins  often  occurs  spontaneously  during  the 
birth  process  and  that  umbilical  vein  catheterization 
contributes  to  embolization  not  only  by  causing 
thrombosis,  but  also  by  dislodging  preformed  thrombi 
during  insertion  of  the  catheter.  Wigger  and  coworkers, ^ 
found  that  17.5  percent  of  177  umbilical  catheterizations 
developed  visible  thrombosis  observed  at  autopsy. 
Thrombosis  related  to  umbilical  artery  catheterization 
comprised  20  of  these  cases  with  common  iliac  and 
umbilical  artery  clots  being  found  most  frequently.  In 
twelve  of  these  patients  the  thrombosis  resulted  in 
infarcts,  of  which  none  were  pulmonary.  Thrombosis 
related  to  catheterization  of  the  umbilical  vein  was  found 
only  in  ten  patients.  There  were  four  hepatic  infarcts,  one 
thrombophlebitis  of  the  umbilical  vein  and  five  pulmo- 
nary embolizations  related  to  thrombosis  or  to  wedging 
of  the  catheter.  In  all  cases  of  hepatic  infarcts,  bicarbo- 
nate and  hypertonic  glucose  was  infused  intravenously. 
They  referred  that  PTE  that  originated  from  the 
umbilical  vein  was  not  followed  by  infarction  or  any 
other  tissue  damage. 
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In  our  patient,  PTE  was  followed  by  infarction  and 
rapid  death.  Burrows^  reported  a patient  with  pulmonary 
infarction  and  consolidation  of  the  right  lung  during  the 
first  hours  of  life  documented  by  chest  roentgenograms 
and  significant  perinatal  complications.  Our  patient  also 
had  significant  perinatal  events  followed  by  consolida- 
tion of  the  left  upper  lobe  due  to  pulmonary  infarction. 
This  may  suggest  that  pulmonary  infarction  occured 
during  or  immediately  after  the  birth  process. 

Obstructive  complications  of  the  umbilical  cord  might 
induce  stasis  due  to  this  obstruction  to  the  flow  of  blood 
with  formation  of  thrombi.  In  our  patient,  disseminated 
intravascular  coagulopathy  developed  several  hours  after 
the  consolidation  was  seen  in  the  chest  x-rays,  suggesting  it 
was  most  likely  due  to  perinatal  asphixia  and  severe 
metabolic  acidosis  and  not  as  a direct  consequence  of  the 
PTE.  This  also  an  account  for  the  blood  found  in  the 
abdomen  and  liver. 

Braly,"*  described  the  role  of  sepsis,  traumatic  delivery 
and  perinatal  complications  in  association  with  throm- 
boembolic phenomena  in  neonates.  He  related  amnionitis, 
septic  vasculitis  and  endothelial  damage  as  the  possible 
initial  insult. 

It  is  also  important  to  mention  that,  since  the  lung  is 
not  a selective  organ  of  perfusion,  during  neonatal 
asphixia  pulmonary  vasoconstriction,  endothelial  capil- 
lary insult  and  the  intervention  of  vasoactive  substances 
(tromboxanes,  prostaglandins  and  leukotrienes)  may 
play  an  important  role  in  the  pathogenesis  of  PTE  and 
subsequent  infarction. 

The  clinical  manifestations  of  PTE  in  neonates  are 
similar  to  those  in  adults  including  systemic  hypotension, 
cyanosis  and  respiratory  distress.^  Roentgenographic 
findings  are  usually  those  of  consolidation  of  a 
pulmonary  segment  and  loss  of  volume.  Burrows,  et  al,^ 
reported  the  appearance  of  cyst-like  lesions  which 
developed  two  weeks  after  birth.  They  point  out  the 
importance  of  including  pulmonary  thromboembolism 
in  the  differential  diagnosis  of  cystic  lesions  in  the  lungs. 
In  our  patient  this  could  not  be  observed,  since  she 
deteriorated  rapidly  and  died  before  this  two  weeks 
period  has  passed. 

This  report  clearly  illustrates  that  the  association  of 
umbilical  cord  accidents,  asphixia,  respiratory  distress, 
an  umbilical  vein  catheter,  disseminated  intravascular 
coagulation  and  pulmonary  consolidation  on  chest  x-ray 
early  after  birth,  should  suggest  pulmonary  infarction. 
Although  the  differential  diagnosis  of  this  syndrome 
should  include  bacterial  pneumonia  and  atelectasis, 
which  occur  with  greater  frequency,  the  history  of  the 
perinatal  events  described  should  be  sufficient  evidence 
to  indicate  PTE. 

The  cornerstone  of  management  isearly  diagnosis,  and 
treatment  including  removal  of  catheters,  intravenous 
heparin,  correction  of  metabolic  acidosis  and  hypoten- 
sion. This  should  be  done  immediately,  followed  by  close 
monitoring  of  arterial  blood  gases,  chest  x-ray  and  blood 
pressure  to  take  corrective  action  of  any  of  these  para- 
meters deteriorate. 


Resumen:  Se  presenta  un  caso  raro  de  consolidación 

del  lóbulo  izquierdo  superior  en  las  primeras  horas  de  vida 
secundario  a tromboembolismo  con  infarto  pulmonar 
masivo.  Raras  veces  en  el  período  neonatal  estos  fenómenos 
tromboembólicos  se  asocian  a infartos  pulmonares. 
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(^Case  Presentation  ^ 

Transplantation  of  the  Heart  in  a Man 
From  Puerto  Rico:  A Case  Report 

Rolando  Colón,  MD 
O.H.  Frazier,  MD 
Branislav  Radovancevic,  MD 
Roberto  Muñoz  Marin,  MD* * 


Summary:  Since  July  1982,  the  Texas  Heart  Institute 

in  Houston,  Texas,  has  performed  107  cardiac  transplants 
using  the  immunosuppressive  drug  cyclosporine  A.  We 
report  the  case  of  a 42 -year-old  man,  a native  of  Puerto 
Rico,  who  presented  with  endstage  cardiac  disease.  In 
December  1985,  the  patient  underwent  successful  cardiac 
transplantation.  Forty-three  days  after  surgery,  he  was 
discharged  from  the  hospital  and  returned  to  Puerto  Rico. 
Because  he  was  the  first  Puerto  Rican  patient  to  undergo 
cardiac  transplantation,  his  care  is  being  brought  to  the 
attention  of  the  Puerto  Rican  medical  community. 

Cardiac  transplantation  using  cyclosporine  A (CsA) 
was  first  performed  at  the  Texas  Heart  Institute  in 
1982. ‘ Since  that  time,  107  cardiac  transplants  have  been 
performed,  with  an  overall  75%  one-year  actuarial 
survival  rate.  The  procedure  has  been  particularly  succ- 
essful in  young  cardiomyopathy  patients,  who  have  a 
92%  one-year  actuarial  survival.  Because  these  results  have 
made  the  medical  community  increasingly  aware  of  the 
value  of  cardiac  transplantation  in  patients  with  end- 
stage  cardiac  disease,  more  and  more  of  these  patients  are 
being  referred  to  our  center  for  evaluation.  We  report  the 
case  of  a 42-year-old  man,  a native  of  Puerto  Rico,  who 
underwent  successful  cardiac  transplantation  at  the 
Texas  Heart  Institute.  We  believe  that  this  was  the  first 
Puerto  Rican  to  undergo  this  procedure. 

Case  Report 

A 42-year-old  native  of  Puerto  Rico  sustained  two 
myocardial  infarctions,  seven  months  apart,  that  resulted 
in  severe  congestive  heart  failure  with  a left  ventricular 
ejection  fraction  of  15%.  Four  months  after  the  second 
infarction,  he  was  referred  to  our  institution  for  possible 
cardiac  transplantation.  Cardiac  catheterization  revealed 
a large  left  ventricular  aneurysm  and  triple-vessel 
coronary  artery  occlusive  disease.  In  view  of  these 
findings,  the  patient  underwent  a left  ventricular  aneurys- 
mectomy and  triple  coronary  artery  bypass  grafting.  He 
recovered  uneventfully,  his  left  ventricular  ejection 
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fraction  increased  to  30%,  and  he  showed  substantial 
symptomatic  improvement. 

The  patient  did  well  for  approximately  40  months  until 
he  sustained  another  myocardial  infarction  followed  by 
congestive  heart  failure.  He  was  hospitalized  for  ten  days 
but  remained  weak  and  severely  impaired  physically. 
Because  his  cardiologist  in  Puerto  Rico  decided  that 
cardiac  transplantation  was  the  only  alternative,  the 
patient  was  again  referred  to  the  Texas  Heart  Institute  for 
evaluation. 

Upon  admission  to  our  institution,  he  was  taking 
Lanoxin,  0.25  mg  daily;  Procan,  750  mg  every  six  hours; 
Lasix,  40  mg  twice  a day;  Capoten,  25  mg  every  six  hours; 
and  Sorbitrate,  20  mg  every  six  hours.  He  was  also  using 
Nitrol  ointment,  2 inches  every  six  hours.  Physical  exami- 
nation revealed  shortness  of  breath  at  rest,  requiring 
oxygen  therapy;  the  patient  was  clearly  in  New  York 
Heart  Association  (NYHA)  functional  class  IV.  His 
blood  pressure  was  85/60  mm  Hg,and  he  had  agrade  2/6 
soft  systolic  ejection  murmur.  Right  and  left  gallop 
rhythms  were  detected,  as  well  as  hepatomegaly.  Cardiac 
catheterization  revealed  a pulmonary  pressure  of 
65/38mm  Hg  (mean,  45  mm  Hg),  a pulmonary  capillary 
wedge  pressure  of  37  mm  Hg,  and  2 to  3+  mitral 
regurgitation.  The  pulmonary  vascular  resistance  mea- 
sured 3 Wood  units. 

After  the  patient  had  undergone  a complete  evaluation, 
the  medical  review  board  accepted  him  as  a candidate  for 
cardiac  transplantation.  Within  a month  of  his  admis- 
Prednisone  (Fig.  2).  Within  24  hours,  the  patient  was 
taken  to  the  operating  room,  where  an  orthotopic  heart 
transplantation  was  performed  (Figs,  la  and  lb). 
Immunosuppressive  therapy  consisted  of  CsA  ana 
Prednisone  (Fig.  2).  Within  24  hours,  the  patient  wa 
extubated;  by  the  second  postoperative  day,  he  was  trans- 
ferred to  the  transplant  unit  for  further  postoperative 
care. 

His  postoperative  course  was  complicated  by  an 
episode  of  moderate  cardiac  allograft  rejection  (grade  5),^ 
which  manifested  with  atrial  arrhythmias  and  was 
diagnosed  by  means  of  endomyocardial  biopsy  on  the 
fourth  postoperative  day  (Fig.  3).  Intravenous  methyl- 
prednisolone,  1.5  gm,  successfully  resolved  the  problem. 
Subsequent  endomyocardial  biopsies  showed  no  signifi- 
cant allograft  rejection.  Infectious  complications  con- 
sisted of  oral  herpes  simplex  and  Hemophilus  influenzae 
bronchitis,  but  these  were  resolved  with  oral  acyclovir 
and  cephradine,  respectively. 
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Figure!.  Postoperative  chest  X-ray  films  taken  (a)  six  hours  and  (b)  ten 
days  after  orthotopic  heart  transplantation. 


Immunosuppressive  Therapy 


stage 

Medication 

Unit  Doce 

Additional  Procedure 

Prcopcrotlva 

Cycloeporlne 

14  mg/kg  p.o. 
(-4  houre) 

Intraoperative 

Methylprednieolone 

500  mg  IV 

Poetoperative 

Cycloeporlne 

14  mg/kg  p.o. 
(dolly) 

Tapered  and 
odjueted  to  keep 
trough  levela 

200-400 

ng/cc 

Day  1 

Cycloeporlne  plue 
methylprednieolone 

125  mg  IV 
(3  doeae) 

Day  2 

Cycloeporlne  plue 
prednicone 

120  mg  p.o. 
(divided  doeca) 

Tapered  to 

20  mg  dolly 
at  8 montha 

Figure  2.  Immunosuppressive  protocol  using  CsA  and  Prednisone. 

Forty-three  days  after  undergoing  cardiac  transplanta- 
tion, the  patient  was  discharged  from  the  hospital  on  a 
regimen  of  oral  CsA  (550  mg  per  day)  and  Prednisone 
(15  mg  per  day).  On  the  same  day,  he  returned  to  Puerto 
Rico,  where  he  continued  to  be  observed  closely  and  to 
undergo  endomyocardial  biopsy.  Recent  conversations 
with  the  patient  have  di.sclosed  that  he  has  resumed 
normal  activities  and  that  his  symptoms  have  completely 


Figure  3.  Endomyocardial  biopsy  specimen,  showing  moderate  (grade  5) 
cardiac  allograft  rejection. 

disappeared.  Endomyocardial  biopsy  specimens  obtained 
in  Puerto  Rico  and  processed  at  the  Texas  Heart  Institute 
have  shown  no  evidence  of  cardiac  allograft  rejection. 

Comment 

This  case  report  has  described  the  first  cardiac  trans- 
plant in  a Puerto  Rican  patient,  a young  man  with 
terminal  heart  disease  who  obviously  benefited  from  this 
therapeutic  modality.  If  the  patient  had  not  undergone  a 
transplant,  his  expected  survival  time  would  have  been 
less  than  one  year.  He  has  now  resumed  a functional 
and  productive  life.  Close  follow-up,  including  endomyo- 
cardial biopsies  and  CsA  level  determinations,  is  being 
done  in  Puerto  Rico.  Immunosuppressive  therapy  is 
being  adjusted  on  the  basis  of  CsA  levels  and  biopsy 
results,  in  close  collaboration  with  the  cardiac  transplan- 
tation team  at  the  Texas  Heart  Institute. 

Cardiac  transplantation  is  a new  therapeutic  alterna- 
tive for  the  patient  with  end-stage  cardiac  failure.  This 
modality  not  only  allows  these  patients  the  opportunity 
to  survive  but,  in  addition,  it  gives  them  an  NYHA 
functional  class  I status.  Our  first  cardiac  transplant 
patient  operated  upon  four  years  ago  still  remains  asymp- 
tomatic. 

Resumen:  Desde  julio  de  1982,  el  Texas  Heart  Institute 

en  Houston,  Texas,  a llevado  a cabo  107  transplantes 
cardiacos  usando  la  droga  immunosupresora  cyclospo- 
rina  A.  Reportamos  el  caso  de  un  paciente  de  42  años  de 
edad,  natural  de  Puerto  Rico,  que  padecía  de  enfermedad 
terminal  cardíaca.  En  diciembre  de  1985  el  paciente  recibió 
un  transplante  cardíaco  exitosamente,  y fue  dado  de  alta  43 
días  luego  de  la  operación.  Este  constituye  el  primer 
paciente  de  Puerto  Rico  sometido  a este  procedimiento  y 
merece  la  atención  de  la  comunidad  médica  puertorriqueña. 
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l A Century 
18861986 


A report  to  the  American 

people  on  the  pn^;ress  of  the 

Statue  of  Uberty- 
EHis  Island  restoration. 


As  the  scaffolding  around  the  Statue  comes  down, 
it’s  going  up  just  a half  a mile  away  on  Ellis  Island.  Here  the 
work  is  just  beginning  for  the  second  half  of  this  great 
project  that  began  nearly  three  years  ago. 

We  can  be  proud  of  what  we  have  accomplished. 

The  Torch  of  Liberty  has  been  completely  rebuilt  by 
French  and  American  workers  starting  from  scratch.  It’s 
an  exact  duplicate  of  the  torch  that  was  installed  in  1886. 

A monumental  achievement 


In  addition,  we’ve  strengthened  every  part  of  the 
Statue.  We’ve  removed  the  rust,  replaced  1,800  corroded 
iron  armatures  with  stainless  steel,  and  repaired  or 
replaced  the  rivets  that  bind  the  skin  to  the  framework. 

A new  spiral  stairway  leads  up  to  the  crown,  as  well 
as  a new  emergency  elevator.  And  you’ll  be  able  to  visit  an 
expanded  American  Museum  of  Immigration  where  the 
name  of  every  contributor  is  listed  in  a permanent  registry. 

July  4, 1986,  the  day  of  the  Centennial  Celebration, 
will  climax  a monumental  achievement  of  volunteerism  at 
work.  The  restoration  of  the  Statue  is  on  time.  And  paid 
for.  And  so  is  the  upcoming  celebration.  The  Lady  will  be 
ready  for  the  great  unveiling.  And  with  your  continued 
support  we  will  be  able  to  turn  our  full  efforts  to  finishing 
the  job  on  Ellis  Island. 

The  Statue  of  Liberty  was  the  symbol  of  freedom. 

But  Ellis  Island  was  the  reality. 


Although  the  years  have  been  hard  on  the  Lady  with 
the  Torch,  they’ve  been  much  harder  on  Ellis  Island.  The 
Great  Hall,  where  almost  half  of  all  Americans  can 
trace  their  ancestry  is  in  ruins.  It’s  here  in  the 
Great  Hall  the  restoration  work  is  beginning. 


A staircase,  similar  to  the  one  the  immigrants 
climbed,  will  be  built  and  the  Great  Hall,  where  formal 
medical  and  legal  inspections  were  held,  will  be  restored. 

On  the  second  and  third  floors,  a library  and  museum 
will  contain  memorabilia  the  immi^ants  brought  from  their 
homeland.  An  oral  history  room  will  permit  visitors  to  hear 
their  actual  voices  as  they  relate  their  experiences. 

And  we’ll  provide  facilities  enabling  the  aged  and 
handicapped  to  visit  throughout  the  building. 

Liberty  will  be  reborn. 

Ellis  Island  will  be  restored. 

The  progress  of  the  restoration  is  an  affirmation  of 
the  American  people’s  belief  that  these  symbols  stand  for 
America’s  future,  not  just  its  past.  It’s  a tribute  to  the 
generosity  of  everyone  from  school  children  to  giant 
corporations  who  reached  into  their  pockets  to  get  this 
work  off  to  such  a good  start. 

When  the  work  is  done,  Ellis  Island  will  be  a living 
monument  to  the  courage  of  our  forefathers  who  came 
here  and  helped  build  a country.  It  must  not  die. 

That’s  why  I’m  asking  you  to  join  me  in  this  great 
campaign.  We  need  your  support  and  your  contributions  to 
continue.  Together  we  will  Keep  the  Dream  Alive. 

/.  

Lee  A.  lacocca.  Chairman 

Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

Send  your  tax-deductible  contribution  to:  The  Statue  of  Liberty- 
Ellis  Island  Foundation,  Inc.,  P.O.  Box  1986,  New  York,  N.Y.  10018. 
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Abstract:  Neonatal  pulmonary  hypertension  is  a 

multietiologic  syndrome  which  entails  an  early  and  very 
high  mortality  despite  the  agressive  intensive  care  mana- 
gement. We  report  a case  of  a 15  day-old  baby  girl  who 
presented  with  generalized  cyanosis  and  polycythemia  at 
the  age  of  ten  days.  This  very  late  onset  after  the  age  of  one 
day  is  unusual.  She  was  diagnosed  as  having  neonatal 
pulmonary  hypertension  with  right-to-left  shunt  through 
the  ductus  arteriosus  and  foramen  ovale.  The  right  ventri- 
cular systolic  time  intervals  were  increased  in  conformity 
with  the  presence  of  pulmonary  hypertension.  The  latter 
responded  to  tolazoline  hydrochloride  infusion  but  was  not 
reversible  despite  long  term  vasodilation  therapy  or  correc- 
tion of  polycythemia.  Autopsy  showed  microvascular 
changes  characteristic  of  neonatal  pulmonary  hyperten- 
sion. This  patient  is  illustrative  of  one  of  various  forms  of 
neonatal  pulmonary  hypertension  and  the  need  to  improve 
understanding  of  the  mechanism  of  pulmonary  vasculature 
dynamics  and  of  diagnostic,  etiologic  and  therapeutic 
criteria  for  the  syndrome. 

Neonatal  pulmonary  hypertension  is  a condition 
which  has  been  recognized  during  the  past  fifteen 
years.  Usually  it  is  identified  during  the  first  24  hours  of 
life  in  a newborn  who  presents  with  cyanosis  due  to 
persistent  fetal  circulation  with  shunting  of  blood 
through  the  ductus  arteriosus,  the  foramen  ovale  or 
both.'  Despite  initial  agressive  treatment  at  the  neonatal 
intensive  care  unit  it  carries  a mortality  of  40  to  60  per 
cent  early  in  the  neonatal  period.^  We  presentan  unusual 
case  of  pulmonary  hypertension  in  a neonate  and  briefly 
discuss  some  of  the  important  aspects  of  diagnosis  and 
treatment  of  pulmonary  hypertension. 

Patient  Report: 

A fifteen  day-old  baby  girl  was  admitted  with  history 
of  cyanosis  and  fatigability  during  feedings  since  five 
days  prior  to  admission.  She  was  born  to  a 20  year-old 


(From  the  Pediatric  Pulmonary  Program,  Department  of  Pediatrics  and 
Department  of  Pathology,  School  of  Medicine  of  the  University  of  Puerto 
Rico,  San  Juan,  PR  00936.  Supported  in  part  by  U.S.  Department  HHS 
grant  no.  MCJ-  00950-13-0,  PUS,  HRS.  RHCDA.  MCH). 


mother  G4,  P2,  A2  after  a pregnancy  complicated  by 
threatened  abortion  in  the  third  month  of  gestation 
treated  with  bed  rest  and  oral  terbutaline.  After  onset  of 
labor  the  infant  was  born  by  cesarean  section  due  to 
breech  presentation.  She  weighed  5 pounds  and  8 ounces 
and  her  Apgar  score  was  7 at  one  minute  and  8 at  five 
minutes.  She  was  discharged  after  72  hours  without 
complications.  At  the  age  of  ten  days  her  mother  noticed 
perioral  cyanosis  and  fatigability  during  feedings.  The 
infant  was  taken  to  a regional  hospital  where  diagnoses  of 
sepsis  and  congenital  heart  disease  in  congestive  heart 
failure  were  made.  Her  white  blood  cell  count  was  26, 100 
with  73  per  cent  polymorphonuclears,  20  per  cent 
lymphocytes,  6 per  cent  monocytes  and  1 per  cent  bands. 
The  hemoglobin  was  in  25  g/dL  and  the  hematocrit 
73.6%.  The  arterial  blood  gas  measurements  in  room  air 
revealed  a P02  of  29.8  mm/Hg,  PC02  30.8  mm/Hg,  pH 
7.24,  HC03  13.3  mEq/L,  BE  -12.7  and  oxygen  saturation 
of  47.9  per  cent.  After  a hyperoxia  test  her  P02  did  not 
increase.  She  received  digitalis,  furosemide  and  sodium 
bicarbonate.  Blood,  urine  and  spinal  fluid  cultures  were 
obtained  and  ampicillin  and  gentamycin  were  adminis- 
tered. Cultures  were  reported  sterile.  After  24  hours  the 
infant  developed  bradycardia  and  was  transferred  to  our 
center.  Upon  arrival  physical  examination  revealed  a 
temperature  of  36.5  C,  heart  rate  120/minute,  respiratory 
rate  60/minute,  weight  2.5  kilograms  and  blood  pressure 
40  mm/Hg  by  flush  method.  She  was  alert,  active,  had 
generalized  cyanosis  and  tachypnea.  Lungs  were  clear.  A 
right  ventricular  heave  was  present  with  an  irregular 
rythm.  No  murmurs  were  heard  but  a loud  single  second 
sound  was  present.  Hematocrit  values  by  this  time 
decreased  to  less  than  65%.  The  electrocardiogram  was 
compatible  with  digitalis  intoxication  which  was  con- 
firmed by  serum  levels.  A chest  roentgenogram  showed  a 
boot  shaped  heart  without  cardiomegaly  and  with 
normal  pulmonary  blood  flow.  An  M-mode  echocardio- 
gram disclosed  right  atrial  enlargement,  right  ventricular 
hypertrophy  with  increase  rigth  ventricular  preejection 
period  (RPEP)  to  ejection  time  (RVET)  ratio  (0.42). 
Cardiac  catherization  was  compatible  with  a patent 
ductus  arteriosus;  bidirectional  shunting  and  pulmonary 
Cardiac  catheterization  was  compatible  with  a patent 
foramen  ovale  with  right-to-left  shunting.  There  was  no 
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evidence  of  peripheral  pulmonary  stenosis  or  other  intra- 
cardiac anomally.  At  this  time  management  was  conser- 
vative with  close  observation.  At  one  month  of  age  she 
became  markedly  cyanotic  with  bradycardia;  was 
intubated  and  transferred  to  our  pediatric  intensive  care 
unit.  Her  preductal.  arterial  blood  gas  measurements  on 
mechanical  ventilation  at  1.00  Fi02  revealed  P02  of  27 
mm/Hg,  PC02  41  mm/Hg,  pH  7.17,  and  HC03  14 
mEq/L.  Her  postductal  P02  was  26  mm/Hg.  After  few 
hours  of  treatment,  without  hyperventilation,  there  were 
persistent  metabolic  acidosis  and  hypoxemia  for  which 
vasodilator  therapy  was  administered.  After  2 mg/kg  of 
tolazoline  hydrochloride  intravenously,  her  preductal 
arterial  blood  gas  measurements  revealed  a P02  of  112 
mm/Hg,  PC02  36  mm/Hg,  pH  7.23  and  HC03  of  14.5 
mEq/L.  Her  postductal  P02  was  68  mm/Hg.  Due  to  the 
initial  response  to  tolazoline  a continous  drip  was  admi- 
nistered at  1 mg/kg/hr  with  dopamine  5 mg/kg/minute. 
An  echocardiogram  revealed  persistent  right  ventricular 
hypertrophy  but  the  RPEP  to  RVET  ratio  was  normal. 
After  48  hours  she  was  weaned  from  the  ventilator.  With 
0.35  Fi02  by  head  box,  arterial  blood  P02  values  ranged 
betwen  50  and  150  mm/Hg  while  on  tolazoline  drip,  but 
dropped  to  the  low  thirties  without  vasodilator  therapy. 
After  three  weeks  of  continuous  therapy,  a M-mode 
echocardiogram  was  repeated  immediately  after  discon- 
tinuing vasodilator  treatment.  The  RPEP  to  RVET  ratio 
was  increased  (0.51)  and  contrast  cross-sectional  echo- 
cardiogram showed  a large  right-to-left  shunting  at  the 
foramen  ovale  and  ductus  arteriosus  with  bulging  of  the 
atrial  septum  to  the  left  side.  Tolazoline  therapy  was 
administered  and  the  RPEP  to  RVET  ratio  became 
normal  with  minimal  shunting.  During  her  hospital  stay 
she  had  recurrent  vomiting,  gastrointestinal  bleeding, 
generalized  edema,  thrombocytopenia  and  septicemia 
due  to  E.coli  and  Serratia.  At  the  age  of  two  months  she 
died  following  a central  venous  catheter  insertion. 
Microscopic  sections  of  the  lung  were  compatible  with 
pulmonary  vascular  hypertension;  revealed  circumferen- 
tial muscularization  and  increased  wall  thickness  of 
intraacinar  arteries  (figure  1).  Moderate  thickening  of 


Figure  1. 


both  intima  and  muscle  layers  as  well  as  proliferation  of 
adventitial  connective  tissue  were  observed  in  preacinar 
arteries.  Additional  findings  in  the  lungs  were  the  pre- 
sence of  multifocal  hemorrages  moderate  edema  and 
bronchopneumonia. 

Comments 

A late  onset  of  symptoms  and  signs  at  the  age  of  ten 
days  is  very  unusual  in  pulmonary  hypertension  of  the 
neonate.  As  a rule,  clinical  manifestation  are  expected  in 
the  first  24  hours  of  life.  In  the  clinical  evaluation  of  a 
cyanotic  neonate  the  physician  often  faced  with  the 
dilemma  of  choosing  between  congenital  heart  disease 
and  primary  pulmonary  disease.  An  invasive  procedure  such 
as  a direct  heart  catheterization  may  be  detrimental 
during  the  initial  evaluation.  Noninvasive  tests  are 
extremely  valuable  at  this  stage.  The  hyperoxia  test  is  per- 
formed by  administering  100%  inspired  oxygen  con- 
centration for  at  least  10  minutes.  It  will  suggest  an 
intracardiac  or  intrapulmonary  right-to-left  shunting  or 
both  if  there  is  no  increase  in  oxygenation.  In  order  to 
differentiate  between  these  conditions,  blood  is  drawn 
simultaneously  from  the  preductal  (temporal,  right 
brachial  or  right  radial)  and  postductal  (left  radial, 
posterior  tibial  or  umbilical)  arteries.  In  the  presence  of 
shunting  there  will  be  more  than  15  mm/Hg  difference 
between  preductal  and  postductal  arterial  P02  values  and 
the  lower  value  will  be  at  the  postductal  level  in  about  50 
per  cent  of  infants  with  severe  persistent  pulmonary 
hypertension  and  significant  right-to-left  shunting  through 
the  ductus  arteriosus.'  If  there  is  shunting  at  the  atrial 
level  the  results  may  be  misleading.  A hyperoxia- 
hyperventilation  test  using  a Mapleson  type  anesthesia 
bag  with  a manometer  is  a very  sensitive  test.  At  respira- 
tory rates  of  100  to  150  breaths/minute  and,  whateve 
peak  inspiratory  pressures  required  to  decrease  arterial 
PC02  to  a critical  level,  infants  with  pulmonary  hyper- 
tension will  have  an  increase  above  100  mm/Hg  in 
arterial  P02,  after  10  minutes  of  hyperventilation.  A few 
cases  of  transposition  of  the  great  vessels  may  also  have 
some  increase  in  arterial  P02.^ 

Echocardiographic  evaluation  is  a reliable,  noninva- 
sive method  to  exclude  anatomic  intracardiac  disease  and 
for  serial  assessment  of  pulmonary  vascular  resistance  in 
neonates  with  pulmonary  hypertension."*  Sixteen  infants 
were  evaluated  for  ventricular  systolic  time  intervals. 
These  were  elevated  in  patients  with  increased  pulmonary 
vascular  resistance,  who  subsequently  responded  to  tola- 
zoline. A contrast  cross-sectional  echocardiography  is  of 
great  value,  specially  if  negative,  in  excluding  pulmonary  i 
hypertension.  The  absence  of  right-to-left  shunting  after  | 
upper  arm  infection  of  contrast  can  safely  exclude  ; 
pulmonary  hypertension  and  obstructed  total  anomaloifs  i 
pulmonary  venous  drainage.^  In  our  case  there  was  an 
increased  RPEP  to  RVET  ratio  and  right-to-left  shunting 
by  cross-sectional  echocardiography  and  return  to 
normal  after  the  administration  of  tolazoline,  confirming 
the  presence  of  increased  pulmonary  vascular  resistance 
despite  prolonged  therapy.  Although  direct  catheteriza- 
tion of  the  heart  is  not  routinely  needed  to  establish  the 
diagnosis  of  pulmonary  hypertension,  it  may  be  of  some 
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nelp,  when  the  diagnosis  is  unclear,  in  differentiating 
congenital  heart  defects  that  can  present  with  right-to-left 
ductal  or  atrial  shunting  or  both.  These  include  obstruc- 
tion to  pulmonary  venous  return,  myopathic  left 
ventricular  disease,  obstruction  to  left  ventricular 
outflow,  obligatory  left-to-right  shunts  and  Ebstein’s 
anomaly.^  None  of  these  conditions  were  found  in  our 
patient  neither  by  cardiac  catheterization  nor  at  the  post- 
mortem examination.  Other  considerations  in  the  evalua- 
tion of  an  infant  with  pulmonary  hypertension  are 
functional  obstruction  of  the  vascular  bed,  as  seen  in 
polycythemia,  or  reduced  cross-sectional  area,  as  seen  in 
pulmonary  hypoplasia  or  disphragmatic  hernia.^  By 
definition,  our  patient  had  polycythemia  initially*  but 
despite  correction  to  levels  below  65%  hematocrit, 
associated  with  blood  loss  related  to  repeated  samplings 
for  necessary  tests,  the  patient  continue  to  have 
pulmonary  hypertension.  This  suggest  that  the  level  of 
hyperviscosity  is  not  the  sole  factor  responsible  for 
increased  pulmonary  vascular  resistance.  This  is  in 
accordance  with  experimental  studies  including  polycy- 
themia in  lambs.’  In  infants  with  meconium  aspiration 
pulmonary  hypertension  is  probably  due  to  structurally 
abnormal  pulmonary  microcirculation  developed  before 
birth.*  Precocious  muscularization  of  the  intra-acinar 
arteries  has  been  demonstrated  in  fatal  cases  of  persistent 
pulmonary  hypertension  of  the  newborn.’  This  was 
confirmed  in  our  case. 

The  primary  goal  in  management  of  neonatal 
pulmonary  hypertension  is  the  reversal  of  right-to-left 
shunting  either  by  mechanical  ventilation,  pharmacolo- 
gical therapy  or  both.  There  is  controversy  about  in 
whether  to  hyperventilate  the  patient  with  pulmonary 
hypertension  or  not.  Excellent  guidelines  for  therapy 
involving  mechanical  hyperventilation  have  been  publi- 
shed.’’ Others  have  successfully  managed  infants 
with  severe  pulmonary  hypertension  without  hyperventi- 
lation with  a 100  per  cent  survival."  Usually,  after  a few 
days,  the  patients  enters  into  a transitional  phase  in  which 
hypoxia  is  mainly  secondary  to  chronic  lung  disease  and 
not  to  the  initial  increase  in  pulmonary  vascular 
resistance.  By  this  stage  changes  in  P02are  not  so  marked 
as  in  the  initial  stage  and  the  patient  tolerates  higher 
PC02  levels.^ 

When  mechanical  ventilation  fails,  the  use  of 
vasodilating  drugs  are  indicated.  No  specific  pulmonary 
vasodilator  drug  has  been  identified.  It  appears  that  the 
pulmonary  circulation  has  multiple  homeostatic  mecha- 
nisms, which  include  the  action  of  prostaglandins, 
catecholamines,  and  other  mechanisms  that  undoubtedly 
remain  to  be  described.  This  makes  the  pulmonary 
circulation  difficult  to  study."  Many  drugs  have  been 
attempted  in  order  to  alleviate  pulmonary  hypertension. 
These  include  tolazoline,  prostaglandins  (PGEl,  PGI2, 
and  PGD2),  isoproterenol,  bradykinin,  acetylcholine, 
chlorpromazine,  and  nitroprusside."  Of  these,  tolazoline 
has  been  the  most  widely  used  pulmonary  vasodilating 
drug  in  neonates  with  pulmonary  hypertension.  It  blocks 
the  alpha-adrenergic  receptors,  it  is  a histamine  agonist, 
it  has  sympathetic  and  cholinergic  activity,  and  is  direct 
vasodilator.  The  incidence  of  adverse  efects  in  neonates 
during  tolazoline  treatment  ranges  from  30  to  82  per 


cent."  Some  of  these  include  increased  gastrointestinal 
secretions,  gastrointestinal  hemorrage,  hyponatremia, 
hypotension,  oliguria,  thrombocytopenia,  and  seizures. 
The  pharmacokinetics  of  tolazoline  have  been  recently 
studied"  with  the  objective  of  decreasing  the  incidence  of 
adverse  effects.  Our  patient  developed  many  complica- 
tions related  to  tolazoline  treatment,  thus  confirming  the 
suggestions  made  by  some  investigators  that  neonatal 
doses  must  be  calculated  taking  into  consideration  the 
pharmacokinetics  of  the  drug  in  order  to  decrease  the 
incidence  of  adverse  effects.  Supportive  therapy  should 
include  the  maintenance  of  adequate  blood  pressure  to 
balance  circulation  and  decrease  right-to-left  shunt. 
Factors  associated  with  pulmonary  vasoconstriction 
such  as,  hypoxia,  hypothermia,  acidosis,  hypoglycemia, 
hypercarbia,  hyperviscosity,  bacterial  toxins  and,  vaso- 
active substances  should  be  avoided." 

Conclusion 

Our  patient  exemplifies  the  need  for  greater  unders- 
tanding of  pulmonary  vascular  diseases  in  infants.  A 
systematic  approach  should  be  used  in  the  evaluation  of  a 
neonate  with  cyanosis  and  is  not  intended  to  consider  all 
the  conditions  presenting  as  pulmonary  hypertension, 
some  of  them  very  rare. 


Resumen:  Se  presenta  el  caso  de  un  infante  que  desarrolló 
cianosis  y cansancio  durante  la  alimentación  en  la  segunda 
semana  de  edad.  El  diagnóstico  tentativo  inicial  fue  sepsis  y 
cardiopatía  congénita.  Fue  trasladada  a nuestro  centro  por 
presentar  bradicardia.  Las  pruebas  de  diagnóstico, 
incluyendo  ecocardiogramas  y cateterismo  cardíaco  fueron 
compatibles  con  hipertensión  pulmonar  la  cual  respondía  a 
la  administración  de  tolazolína  pero  empeoraba  al 
interrumpir  la  misma.  La  paciente  falleció  a los  dos  meses 
de  edad  y el  examen  hístopatológico  del  pulmón  demostró 
las  alteraciones  en  la  vasculatura  pulmonar  compatibles 
con  el  síndrome  de  hipertensión  pulmonar  del  neonato. 

El  síndrome  de  hipertensión  pulmonar  neonatal  puede 
tener  diversas  etiologías  y el  manejo  satisfactorio  del 
mismo  depende  de  un  mejor  conocimiento  de  la  etiopato- 
genia  de  la  enfermedad.  Se  hace  incapie  en  la  diferenciación 
entre  el  síndrome  de  hipertensión  pulmonar  y las 
cardiopatías  congénítas  cianosantes  y se  describen  las 
formas  para  establecer  dicha  diferenciación  mediante  las 
pruebas  de  hiperoxia,  híperventílacíón  y ecocardíografía. 
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Trasplante  de  Organos;  Una  Realidad  Clínica 

Octavo  Curso  de  Inmunología. 

Un  Foro  Multidisciplinario  a Presentarse 
Durante  las  Actividades  de  la  84ta  Convención 
de  la 

Asociación  Médica  de  Puerto  Rico 


Viernes,  14  de  noviembre  de  1986 
9:00  AM  a 12:00  MD 

PROGRAMA 


A.M. 

9:00 

El  Paradigma  Inmunológico 

Actual 

. ..  E.A.  Santiago  Delpin 

9:20 

Trasplante  Hepático 

San  Juan,  Puerto  Rico 

. . . G.  Méndez  Picón 

9:40 

Trasplante  de  Córnea 

Richmond,  Virginia 

. . . W.  Townsend 

10:00 

Trasplante  de  Corazón 

San  Juan,  Puerto  Rico 

. . . E.  Molina 

10:20 

CAFE 

Minneapolis,  Minnesota 

10:40 

Trasplante  Renal 

. . . Z.A.  González 

11:00 

Trasplante  de  Páncreas  y de 

San  Juan,  Puerto  Rico 

Islotes  

. . . L.  Toledo-Pereyra 

11:20 

Trasplante  de  Médula  Osea 

Detroit,  Michigan 

. . . L.  Clavel! 

11:40 

DISCUSION  GENERAL 

San  Juan,  Puerto  Rico 

Moderador:  Eduardo  A.  Santiago  Delpin 

Auspicio  y Patrocinio:  Departamento  de  Cirugía, 

Universidad  de  Puerto  Rico 
Sociedad  Puertorriqueña  de  Medicina  Crítica 
Compañía  Sandoz 
Compañía  Life  Assist. 


FACULTAD  INVITADA 

Ernesto  Molina,  MD,  PhD 
Profesor  Asociado  de  Cirugía 
Cirugía  Cardiovascular 
Universidad  de  Minnesota 
Minneapolis,  Minnesota 

Gerardo  Méndez  Picón,  MD 
Profesor  Asociado  de  Cirugía 
División  de  Trasplantes 
Medical  College  of  Virginia 
Richmond,  Virginia 

Luis  Toledo  Pereyra,  MD,  PhD,  PhD 
Director  de  Trasplante 
Director  de  Investigación 
Mount  Carmel  Mercy  Hospital 
Detroit,  Michigan 

FACULTAD  LOCAL 

Eduardo  A.  Santiago-Delpin,  MD,  MS 
Profesor  de  Cirugía  y Patología 
Universidad  de  Puerto  Rico 
Trasplante  Renal 
Hospital  Auxilio  Mutuo 

Zulma  González,  MD 
Profesor  Auxiliar  de  Cirugía 
Universidad  de  Puerto  Rico 
Traplante  Renal 
Hospital  Auxilio  Mutuo 


William  Townsend,  MD 
Profesor  Asociado  de  Oftalmología 
Universidad  de  Puerto  Rico 
Trasplante  de  Córnea 
Universidad  de  Puerto  Rico  y 
Hospital  Auxilio  Mutuo 

Luis  Claven,  MD 
Profesor  Asociado  de  Pediatría 
Universidad  de  Puerto  Rico 
Trasplante  de  Médula  Osea 
Hospital  Auxilio  Mutuo 


AUSPICIADORES 

Departamento  de  Cirugía 
Escuela  de  Medicina 
Universidad  de  Puerto  Rico 

Sociedad  Puertorriqueña  de  Medicina 
Critica  y Coronaria 

Sandoz  Co. 

San  Juan,  Puerto  Rico 

Ufe  Assist  de  Puerto  Rico 
San  Juan,  Puerto  Rico 
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THE  PUERTO  RICO 
HEART  ASSOCIATION 
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ANNUAL  SCIENTIFIC 
SESSION 

CO-SPONSORED  BY  THE  DIVISION  OF  CON- 
TINUING MEDICAL  EDUCATION,  UNIVERSITY 
OF  P R.  MEDICAL  SCIENCE  CAMPUS,  EQUIVA- 
LENT TO  18  CREDIT  HOURS,  CATEGORY  I. 


1^86 

CARIBE  HILTON  HOTEL 
SAN  JUAN,  PUERTO  RICO 
OCTOBER  10-12,  1986 


GUEST  SPEAKERS 


JOSEPH  ALPERT,  M.D.  WORCESTER,  MASS. 
ROSS  FLETCHER.  M .D.  WASHINGTON,  D C. 
VALENTIN  FUSTER,  M.D.  newyork,  n y. 
PETER  GAZES.  M.D.  CHARLESTON,  S.C. 
WELTON  GERSONY.  M.D.  newyork,  n.y. 
ELLEN  HOOPS-NAST.  BSN  tampa,  fla 
ALBERT  PACIFICO.  M.D.  Birmingham, ala. 
STUART  RICH  . M.D.  CHICAGO,  ILL. 

DAVID  SAHN.  M.D.  SAN  DIEGO,  CA 
EDMUND  SONNENBLICK.  M.D.  newyork.ny 


INFORMATION 

MILDRED  MERCED 
STAFF  COORDINATOR 

CABO  ALBERIO  554 
HATO  REY,  P R.  00918 


CARD 


TOPICS  OF  DISCUSSION 


“AMIDODARONE  THERAPY"  “MANAGEMENT  OF 
ATRIAL  FIBRILLATION”  "ELECTRICAL 
MANAGEMENT  OF  CARDIAC  ARRHYTHMIAS" 
"AUTOMATIC  DEFIBRILLATOR"  “THE  ROLE  OF 
PLATELETS,  THROMBOSIS  AND  ANTICOAGU- 
LATION THERAPY  IN  CORONARY  DISEASE  AND 
POST  CORONARY  INTERVENTION"  "SYSTEMIC 
EMBOLI  OF  CARDIAC  SOURCES;  STRATEGIC 
APPROACH  FOR  SELECTION  OF  ANTITHROM- 
BIC  AGENTS”  “PATHOPHYSIOLOGY  AND 
MANAGEMENT  OF  ANGINA  PECTORIS"  "INITIAL 
MANAGEMENT  OF  ACUTE  MYOCARDIAL 
INFARCTION"  "ANGIOPLASTY  IN  CONGENTIAL 
HEART  DISEASE"  "CARDIAC  TRANSPLAFLTA- 
TIONS  IN  CHILDREN"  “SURGERY  IN  VALVULAR 
HEART  DISEASE”  “SURGERY  OF  COMPLEX 
CONGENITAL  HEART  DISEASE"  “PATHOPHY- 
SIOLOGY OF  PULMONARY  HYPERTENSION  IN 
ACQUIRED  AND  CONGENITAL  HEART 
DISEASE"  "PRIMARY  PULMONARY  HYPERTEN- 
SION, PATHOGENESIS,  PRESENT  THERAPY 
AND  FUTURE  DIRECTIONS"  “ECHO-DOPPLER 
IN  CONGENITAL  HEART  DISEASE”  "THE 
FUNDAMENTAL  ASPECTS  OF  CARDIAC 
FUNCTION"  “PATHOPHYSIOLOGY  OF  CHF  AND 
RATIONALE  OF  ITS  THERAPY". 


(809)  751-6595,  751-6484 


SPECIAL  ARTICLES 


Regionalization  of  Health  Services  in 

Puerto  Rico 


“Medicine  must  become  the  object  of  public  interest  to  such  a degree... 
(so  as)  to  serve  the  health  and  physical  fitness  of  the  whole  nation" 


J.E.  Purkinje 
Czechoslovakia  1823 


José  Ramirez-Rivera,  MD,  FACP* 


The  regionalization  of  health  services  is  an  organiza- 
tional strategy  considered  fundamental  for  the 
effective  delivery  of  health  care  in  many  advanced  and 
primitive  societies  today. It  need  not  be  a geographical 
concept.  What  it  must  establish  clearly  is  a structure 
which  interprets  and  reponds  to  health  needs  from  the 
very  simple  to  the  most  complex.  This  structure  should 
match,  hopefully  in  a cost-effective  manner,  health 
requirements  with  health  resources. 

In  most  countries  a 3 tier  system  of  health  care  has 
generally  developed,  but  the  conscious  interdependence 
between  these  levels,  necessary  for  a functioning  organic 
whole,  is  often  missing.  Regionalization  is  a myth  if 
strong  and  effective  linkages  among  the  three  essential 
levels  of  health  care  are  not  identified  and  nurtured.  For 
the  system  to  function  properly,  well  programmed  internal 
and  external  audits  must  be  performed  and  true-to-life 
statistics  maintained  at  each  level  of  health  care. 

Regionalization  should  not  be  exclusively  viewed  as  a 
useful  scheme  for  energizing  at  a lower  level  well  thought- 
out  directives  from  central  authority.  As  shown  particu- 
larly in  socialist  countries,  the  downward  flow  of  this 
scheme  works  well.  Its  effective  functioning  should  not  be 
surmised  from  the  handsome  and  colorful  flow-diagrams 
posted  by  idealistic  health  planners  in  their  office  walls. 
Regionalization  should  be  perceived  and  implemented  as 
a dynamic  self-regulated  system  with  the  capacity  to 
sense  and  solve  health  problems  at  each  level  of  health 
care  and  the  mechanics  to  refer  rapidly  to  a higher  level  of 
management  health  problems  beyond  the  lower  level’s 
capabilities. 

The  capacity  to  self-regulate  requires  that  responsibi- 
lity be  carefully  defined  and  meaningfully  adjudicated. 
Authority  commensurate  with  responsibility — which 


* Professor  of  Medicine,  Chief  Department  of  Medicine.  Mayagiiez 
Medical  Center  ¡972-1982.  Director.  Rincón  Rural  Health  Initiative 
Project  ¡975-1982 

Published  in  part  as  an  editorial  in  the  December  1 984  issue  of  the  Puerto 
Rico  Health  Sciences  Journal  Reprinted  with  Permission. 


frequently  means  economic  and  technical  support  to 
match  health  needs — must  be  delegated  from  the  central 
authority  to  each  level.  Unless  authority  is  granted  to 
health  regions  and  at  local  levels  in  matters  of  personnel, 
budget,  fund-raising,  administration  and  programming, 
regionalization  cannot  be  considered  as  fully  operational. 

It  is  of  interest  that  even  though  regionalization  was 
begun  in  Puerto  Rico  in  1957,  and  much  of  its  physical 
structure  is  by  now  firmly  in  place,  many  of  its  functional 
goals  are  yet  to  be  achieved.  Here  are  some  common 
examples  of  dysfunction: 

1 . Primary  care  centers  quite  commonly  lack  medicines, 
essential  materials,  and  equipment.  The  human 
resources  of  the  secondary  and  tertiary  facilities  are 
taxed  beyond  their  limits  in  an  attempt  to  furnish 
simple  laboratory  services  and  essential  medicines 
which  should  be  provided  at  the  local  level. 

2.  The  relationship  between  primary  care  centers,  area 
hospitals,  and  regional  hospitals  is  not  well  struc- 
tured administratively  or  professionally.  Three 
poorly  audited  and  meagerly  supported  health  levels 
loosely  responsive  to  a powerless  regional  director  is 
not  a functioning  professional  or  administrative 
structure. 

3.  At  times,  “the  consultant”  at  the  regional  level  to 
whom  the  patient  is  referred  is  an  unsupervised 
intern  with  more  technical  tools,  but  less  knowledge 
and  training  than  the  well  seasoned  referring  phy- 
sician. 

4.  It  is  not  infrequent  for  patients  to  return  to  primary 
care  centers  without  an  intelligible  discharge  sum- 
mary or  without  any  summary  at  all  from  hospi- 
talization at  Regional  Hospitals.  The  results  of 
expensive  and  life-threatening  diagnostic  studies  or 
painfully  arrived  at  therapeutic  plans  are  lost. 

5.  Few  model  community  health  clinics  have  been 
established.  Only  recently  have  some  emerged  as 
educational  centers  in  primary  care.^ 

6.  The  health  centers  appear  to  be  free-standing  under 
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the  general  guidance  of  the  regional  director.  They 
are  not  seen  as  community  extensions  of  the  teaching 
hospitals  as  the  original  model  called  for.  Regionally 
important  health  problems,  when  detected,  are 
usually  reported  to  the  central  authority  rather  than 
evaluated  and  solved  regionally.  It  is  exceptional  for 
clinical  investigations  to  be  initiated  at  the  regional 
or  primary  care  level.* 

7.  Officials  of  the  department  of  health  give  lip  service, 
but  seldom  encourage  originality  or  offer  the  neces- 
sary support  for  decision  making  at  local  levels.  Most 
programs  are  centrally-structured  solutions  to 
universally  known  health  problems  rather  than  the 
result  of  tailor-made  problem-solving  at  regional  or 
local  levels. 

A meaningful  bond  has  emerged  in  recent  years 
between  Regional  Hospitals  accredited  for  postgraduate 
medical  education  and  the  University.  This  relationship, 
established  through  the  Consortium  of  Medical  Education 
is  a cost-effective  educational  input  by  the  University  of 
Puerto  Rico  to  three  of  the  health  regions  of  the  island.  It 
has  helped  establish  the  useful  concept  of  a teaching 
hospital  a the  top  of  a potential  pyramid  of  health  ser- 
vices for  each  health  region. 

In  1920  a fellow  of  the  Royal  College  of  Physicians 
headed  an  illustrious  council  heavily  weighted  with  phy- 
sicians and  barristers  in  search  of  a scheme  that  would 
ensure  the  effective  delivery  of  health  care  to  all  British 
citizens.^  The  resulting  strategy  (The  Dawson  Report), 
tailored  to  the  Puerto  Rican  setting  by  doctors  Guillermo 
Arbona  and  John  B.  Grant,  has  proven  effective  for  the 
delivery  of  health  care  to  our  citizenry  and  has  advanced 
medical  education*  but  its  operational  significance  is  no 
longer  fully  perceived.  The  regionalization  of  health 
services  merits  modern  reassesment  and  fuller  implemen- 
tation. Ample  discretionary  authority  must  be  granted  to 
bright  and  motivated  minds  at  the  operational  level  in 
order  to  coordinate  regional  health  services  effectively  in 
Puerto  Rico. 
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The  Personal  Reference  File 
Revisited:  Easier  and  Better 


Eli  A.  Ramirez,  MD,  FACP 


Several  years  ago  I described  in  the  pages  of  this 
journal  an  index  system  designed  to  enable  access  to 
the  physician’s  personal  collection  of  medical  literature.' 
The  system  was  effective  but  cumbersome  and  time- 
consuming.  Since  then,  inexpensive  personal  computers 
have  become  widely  available.  I will  describe  briefly  in 
this  article  the  reference  file  system  that  I have  used  in 
recent  years,  which  is  much  more  effective  and  easier  to 
use  than  any  I tried  in  the  past. 

I use  a 64K  computer  with  disk  drive,  monitor  and  a 
dot  matrix  printer.  I also  use  a data  base  program 
designed  for  use  with  my  computer.  I am  certain  that 
other  personal  computers  and  peripherals  can  also  be 
used  effectively  for  this  purpose. 

The  system  consists  of  the  following: 

1)  Using  the  instructions  supplied  with  the  data  base 
program,  a medical  reference  file  is  created  which 
consists  of  individual  records  for  each  article.  The 
template  of  the  records  has  separate  fields  for  keywords, 
author(s),  title,  journal,  year,  volume,  page(s),  and  an 
abstract  of  about  300  characters.  Each  floppy  disk  can 
hold  approximately  300  articles.  Figure  1 is  a print-out 
report  of  a sample  record. 

2)  When  reading  a journal,  a record  for  each  article 
that  is  considered  important  is  entered  into  the  reference 
file. 

3)  The  data  base  program  allows  searching  any  one  or 
a combination  of  fields  to  retrieve  the  records.  For 
example,  the  record  of  figure  1 can  be  retrieved  by 
searching  for  either  “iddm”,  or  “cataracts”,  or  “reduc- 
tase”, or  “retinopathy”,  or  a combination  of  them  in  the 
keyword  field,  or  by  combining  the  search  with  words  or 
combinations  in  other  fields,  (i.e.:  author(s),  title, 
journal,  etc.)  The  computer  will  find  the  records  that 
meet  the  specific  search  instructions.  This  a tremendous 
advantage  over  a mechanical  file  system;  it  is  like  filing  a 
single  record  under  several  access  words  or  combinations 
simultaneously. 

4)  The  program  provides  for  a print-out  report  of  the 
record  upon  request,  such  as  the  one  of  figure  1. 

5)  When  more  information  is  needed,  the  complete 
article  can  be  easily  located  through  the  reference  citation 
given  in  the  report. 

6)  Most  physicians  have  space  limitations  at  home  or 
office  that  do  not  allow  keeping  more  than  a few  years  of 


Professor  of  Medicine.  University  of  Puerto  Rico  School  of  Medicine 


rlEDTCrtL  REFERENCE  FILE 
KEYWORDS: 

I RDM  CflTARACTS  REDUCTASE  RETINGRATHY 


AUTHOR (S) : 

C06AN  DG  1 INGSHTTA  JH  KADOR  FF  RQBISON  W 


TITLE: 

NIH  CONF-ALDOSF  REDUCTASE  AND  CGMPH CA- 
TIONS OF  DIABETES 


.lOURNAL  YEAR  VOL  PAGES 

AIM  1994  1T>1  30-91 

ABSTRACT: 

SORBITOL  FORMED  IN  PRESENCE  OF  ALDOSE  RE 
DUCTASE  ACCUMULATES  IN  LENS  DURING  HYPER- 
GLYCEMIA. CARACTOGENESIS  CAN  BE  PREVENTE 
D BY  REDUCTASE  I NHI B I TORS-MOST  PROMISING 
IS  SORBI  NIL.  RETINAL  VASCULOPATHY  DUE  TO 
LOSS  OF  PERICYTES-STRUCTURAL  ELEMENTS  OF 
CARILLARIES-DUE  TO  ALDOSE  REDUCTASE.  RAN 
DOM  TRIAL  GOING  ON  AT  NAT  EYE  INSTITUTE. 

Figure  1.  Print-out  report  of  sample  record. 

journal  issues.  Old  issues  have  to  be  discarded  to  make 
room  for  the  new  ones.  The  computer  medical  reference 
file  can  rapidly  identify  those  articles  in  the  journals  that 
are  to  be  discarded,  that  were  originally  selected  as  the 
most  important.  Therefore,  they  can  be  clipped  out  and 
filed  by  journal  and  volume  in  a regular  office  file  for 
future  access,  as  needed. 

Of  course,  this  system  is  not  by  itself  a physician 
continuing  medical  education  program.  Nevertheless,  it 
is  excellent  for  the  aspect  of  keeping  track  and  maximiz- 
ing the  educational  benefit  of  reading  medical  journals.  It 
especially  enhances  the  utilization  of  medical  journals  as 
direct  reference  sources,  preliminary  to  searching  other 
data  bases. 

Its  specific  advantages  are: 

1)  It  is  readily  available  to  the  physician  right  at 
his/her  home  or  work  site. 

2)  The  record  entry  process,  including  the  preparation 
of  the  abstract  reinforces  the  understanding  and  the 
retention  of  the  material  in  the  article. 

3)  It  permits  a rapid,  easy  and  effective  multiple  access 
search  capacity  using  entry  points  selected  by  the  physi- 
cian himself/herself. 

4)  When  discarding  old  journals,  it  easily  identifies 
those  articles  most  worth  saving,  according  to  the 
physician’s  own  criteria. 

5)  It  is  an  effective,  easy  and  relatively  inexpensive 
method  to  improve  continuing  medical  self-education. 

1.  Ramirez  FA:  A reference  tile:  the  easy  way.  Bol  Asoc  Med  P Rico 
1969;  61:414-15. 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkabfe 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 
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Nightmares 
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Dizziness 


INDERAL®  lA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  weü,  all  in  one. 
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As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  IW  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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Qj^Qg_Q^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80/50 


120/50  160/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INOERAL«  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  It  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
tor  the  treatment  ot  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  ot  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus, 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Cerrtral  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes:  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 

ARMY/ARMY  RESERVE  MEDICINE 
FEDERALOFFICE  BLD. 

ROOM  919,  BOX  63 
51  S.W.  1st.  AVE. 

MIAMI,  FL.  33130 
CALL  COLLECT:  (305)  358-6489 


ARMY.  ARMY  RESERVE.  BEALLYOUCANBE 


Sc/cniufH  in  Maicnial  and  Infani  Xuiriiion 
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Fetal  plasma  contains  about  75%  less  Se  than  maternal 
plasma.  Rudolph  and  Wong^^  suggested  that  placental 
transport  may  limit  fetal  Se  and  GPx  activity.  However, 
human  placenta  and  fetal  membranes  may  sequester 
maternal  Se  since  similiar  placental  concentrations  occur 
in  women  with  varying  blood  concentrations. During 
pregnancy,  apparent  retention  of  dietary  Se  is  enhanced, 
suggesting  an  increased  requirement.^^  Nevertheless, 
plasma  Se  and  GPx  activity  are  often  depressed  during 
pregnancy,  suggesting  dietary  intakes  are  inadequate  to 
maintain  body  stores. 

Infants  as  Susceptible  Individuals 

Young  mammals  appear  to  be  most  susceptible  to  Se 
deficiency  possibly  because  of  limited  stores  and  faster 
growth  rates.  They  generally  bear  the  most  severe  conse- 
quences of  ingesting  a Se-deficient  diet.  Both  plasma  and 
RBC  Se  levels  are  lower  in  the  cord  blood  of  full-term 
infants  than  in  adults. Similiarly,  lower  erythrocyte 
GPx  activity  occurs  in  premature  infants.  Plasma  Se, 
already  low  at  birth,  may  drop  even  further  durng  the 
first  months  of  life.^^’  This  may  be  especially  true  in 
infants  fed  cow  milk-based  formulas,  which  are  typically 
low  in  Se  relative  to  human  milk.^^’ 

Lower  Se  status  may  increase  the  risk  of  oxidative 
damage.  Newborn  rats  exposed  to  high  concentrations  of 
oxygen  adapt  with  an  increase  in  lung  GPx  and  supero- 
xide dismutase  activity,  suggesting  these  enzymes  are 
important  in  the  capacity  to  resist  free-radical  damage.’’ 
Erythrocytes  of  newborn  infants,  especially  premature, 
have  increased  risk  of  damage  with  oxidation  of 
hemoglobin  as  the  main  threat.”  Although  an  associa- 
tion with  sudden  infant  death  syndrome  was  suggested 
with  Se  and/or  vitamin  E deficiency,  Rhead,  et  al.,’^ 
were  unable  to  show  any  correlation. 

Suboptimal  Se  nutriture  has  been  suggested  in  both 
healthy  and  ill  individuals.  Infants  receiving  low  Se 
formulas  and  patients  on  restricted  long-term  diets  may 
be  at  increased  risk.  As  Se  intake  largely  reflects  protein 
intake,  it  is  not  surprising  that  suboptimal  Se  status  is 
found  in  children  suffering  from  protein-calorie  malnu- 
trition. In  some  cases,  Se  improved  the  growth  of  these 
children.”  Se  deficiency  may  also  occur  in  metabolic 
diseases,  such  as  in  maple  syrup  urine  disease  and 
phenylketonuria,  because  of  dietary  use  of  synthetic 
amino  acid  mixtures.” 

Keshan  disease  is  an  endemic  cardiomyopathy  evident 
in  China  and  primarily  affects  children  and  reproductive 
females.^  It  is  thought  by  some  to  result  from  oxidative 
stress  resulting  from  low  Se  intakes.  Although  other 
factors  may  be  involved,  sodium-selenite  feeding  decreased 
the  incidence  of  this  disease.^ 

Milk  as  a Source  of  Selenium 

Selenium  in  milk  of  livestock  increases  following 
supplementation.  Conrad  and  Moxon”  reported  that 
while  milk  and  plasma  Se  concentrations  were  related, 
the  response  was  nonlinear.  Since  milk  of  mammals 
varies  in  composition,  it  is  often  reasoned  that  milk  is  best 
suited  to  the  nutritional  needs  of  the  young  within  a 
species.  It  is  difficult  to  prove  that  this  is  the  case  and  that 


nutritive  requirements  of  the  young  have  exerted  a 
selective  force  in  milk  composition.  Nevertheless,  Se 
intakes  and  associated  Se  status  of  totally  breast-fed 
infants  should  serve  as  the  basis  for  recommendations  for 
infant  feeding. 

Based  on  geographic  variations,  it  appears  that  dietary 
Se  can  influence  the  quantity  of  Se  in  human  milk.  Milk 
of  women  from  countries  with  low  soil  Se,  such  as 
Finland  and  New  Zealand,  has  a lower  Se  content  than 
samples  from  countries  with  higher  soil  Se  content.  For 
example,  values  of  8-35  ng/ml  has  been  reported  by 
German,  American  and  Japanese  scientists.”, 
Colostrum  contains  more  Se  than  milk  from  any  other 
state  of  lactation.  Milk  Se  as  low  as  3 ng/ml  has  been 
found  in  women  residing  in  the  Keshan  disease  area  of 
China. These  lower  values  may  represent  depletion  of 
the  mother.  Clearly,  they  are  associated  with  an  increased 
risk  of  Keshan  disease.  Recently,  supplementation 
increased  milk  Se  of  Finnish  women  and  corresponding 
Se  status  of  their  apparently  healthy  infants. Selenium 
yeast  was  more  effective  in  increasing  milk  Se  content 
than  was  selenite. 

The  chemical  states  and  not  the  quantity  of  a nutrient  is 
a major  factor  affecting  biopotency.  Milk  facilitates  the 
bioavailability  of  several  essential  nutrients  by  providing 
them  in  an  appropriate  molecular  form.  Se  occurs  in 
human  milk  primarily  bound  to  proteins.’®  The  biovaila- 
bility  of  some  trace  elements  differs  between  human  and 
cow’s  milk.'”  Similar  information  is  not  available  for  Se. 

Recommended  Intakes 

Little  information  is  available  to  serve  as  a basis  for  a 
recommended  dietary  allowance  for  Se.  For  adults,  a 
range  of  safe  and  adequate  dietary  intake  of  50  to  200 
ug/day  is  estimated  primarily  from  animal  studies. 
Results  from  several  studies^’’  ” support  such  appro- 
ximations for  adults.  For  infants  and  children,  similar 
studies  are  not  available.  However,  about  60%  of  human 
milk-fed  and  95%  of  formula-fed  infants  have  calculated 
intakes  below  the  10  to  40  ug/day  range  recommended 
for  infants  0-6  months  of  age.^’>  No  apparent  ill 
consequences  of  low  Se  intake  have  been  reported  for 
infants.  Based  on  present  knowledge,  deficiency  symp- 
toms would  only  be  expected  after  the  body  Se  pool  was 
depleted  or  after  oxidative  or  other  types  of  stress. 

Summary 

Although  considerable  information  exists  on  the 
chemistry  of  Se,  much  less  information  is  available  on  its 
biological  action.  The  most  physiologically  sensitive  and 
reliable  indicator  of  selenium  status  in  humans  is 
debatable.  Infants  are  at  great  risk  for  selenium  inade- 
quacy due  to  their  dependence  on  a single  food  for  total 
nutrition.  This  recognization  serves  to  stress  the  need  to 
ensure  optimal  Se  intakes  for  growth,  development  and 
disease  resistance. 


413 


Selenium  in  Maternal  and  Infant  Nutrition 


Voi  7H  Núm.  9 


References 

1.  Franke  KW:  J Nutr  8:589,  1934 

2.  Schwarz  k,  Foltz  CM:  J Am  Chem  Soc  79:3292,  1957 

3.  Shamberger  RJ:  In:  Biochemistry  of  Selenium.  Edited  by  E. 
Frieden.  Plenum  Press,  New  York,  1983,  pp  31-58 

4.  Mckeehan  WL,  et  al:  Proc  Natl  Acad  Sci  USA  73:2023,  1976 

5.  van  Rij,  et  al:  Am  J Clin  Nutr  32:2076,  1979 

6.  Chen  X,  et  al:  Biol  Trace  Elem  Res  2:91,  1980 

7.  Milner  JA:  In:  Xenobiotic  Metabolism:  Nutritional  Effects.  Edited 
by  J W.  Finley  and  D.E.  Schwass,  American  Chemical  Society, 
Washington,  DC,  1985,  p.  267 

8.  Ip,  C.,  Fed  Proc  44:2568,  1985 

9.  Levander  OA:  In:  Trace  Elements  in  Human  Health  and  Disease. 
Edited  by  A.S.  Prasad  Academic  Press,  New  York,  1976,  p.  135 

10.  Subcommittee  on  Selenium  Committee  on  Animal  Nutrition, 
National  Research  Council.  In:  Selenium  in  Nutrition.  National 
Academy  Press,  Washington,  DC,  1983 

11.  Ganther  HE,  et  al:  In:  Trace  Elements  in  Human  Health  and 
Disease.  Edited  by  A.S.  Prasad  Academic  Press,  New  York,  1976, 
p.  165-234 

12.  Cohen  G,  P Biochem:  2:1420,  1963 

13.  Hojo  Y:  Biol  Trace  Elem  Res  4:233,  1982 

14.  Beilstein  MA,  Whanger  PD:  J Nutr  1 13:2138,  1983 

15.  Levander  OA,  et  al:  Am  J Clin  Nutr  37:887,  1983 

16.  McConnell  KP,  et  al:  Biochem  Biophys.  Acta  588:113,  1979 

17.  Burk  RF,  Gregory  PE:  Arch  Bioch  Bioph  213:73,  1982 

18.  Sherman-Martin  L,  et  al:  Fed  Proc  45:589,  1986 

19.  Sunde  RA:  JAOCS  61:1891,  1984 

20.  Trinder  N,  et  al:  Vet  Res  93:641,  1973 

21.  Hartley  NJ,  Grant  AB:  Fed  Proc  20:679,  1961 

22.  Cowgill  UM:  In:  Proc  Symp  Selenium-Tellurium  in  the 
Environment.  Industrial  Health  Fd.,  Pittsburgh,  pp.  300-315, 
1976 

23.  Rudolph  N,  Wong  SL:  Pediat  Res  12:789,  1978 

24.  Korpela  H,  et  al:  Int  J Vitam  Nutr  Res  54:257,  1984 

25.  Swanson  CA,  et  al:  Am  J Clin  Nutr  38:169,  1983 

26.  Mckenzie  RL,  et  al:  Am  J Clin  Nutr  31:1413,  1978 

27.  Lombeck  I,  et  al:  Eur  J Pead  129:139,  1978 

28.  Verlinden  M,  et  al:  Biol  Trace  Elem  Res  5:103,  1983 

29.  Smith  AM,  et  al:  Am  J Clin  Nutr  35:521,  1981 

30.  Zabel  NL,  et  al:  Am  J Clin  Nutr  31:850,  1978 

31.  Chow  CK,  Tappel  AL:  Lipids  7:518,  1972 

32.  Rhead  WJ,  et  al:  Bioning  Chem  1:289,  1972 

33.  Schwarz  K:  Fed  Proc  20:666,  1961 

34.  Lombeck  I:  Evr  J Pediatr  128:213,  1978 

35.  Conrad  HR,  Moxon  AL:  J Dairy  Sci  62:404,  1979 

36.  Higashi  TH,  et  al:  Acta  Paediatr  Scand  72:433,  1983 

37.  Millar  KR,  Sheppard  AD:  N.Z.J.  Sci  15:3,  1972 

38.  Shearer  TR,  Hadjimarkos  DM:  Arch  Environ  Health  30:230,  1973 

39.  Kumpulainen  J,  et  al:  Intemat  J Vit  Nutr  Res  53:420,  1983 

40.  Robberecht  H,  et  al:  Acta  Pediatr  Scand  74:254,  1985 

41.  Kumpulainen  J,  et  al:  Amer  J Clin  Nutr  42:829,  1985 

42.  Personal  Communication  from  Prof.  Lianzhen,  Zhu  Institute  of 
Health,  China  National  Center  for  Preventive  Medicine,  Sept.  27, 
1984 

43.  PiccianoMF:  In:  Trace  Elements  in  Nutrition  of  Children.  Edited 
by  R.K.  Chandra,  Raven  Press,  NY,  1985 

44.  Levander  O,  Morris  VC:  Am  J Clin  Nutr  39:809,  1984 

45.  National  Academy  of  Sciences,  National  Research  Council, 
Recommended  Dietary  Allowances,  9th  Edition,  Washington, 
DC,  National  Academy  of  Sciences,  1980. 


TWEIVE 

IMPHCABU 


FORNOTGIVIIIG 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9.  I’m  going  out 
of  town. 

1 ©.Asthma  runs  in 
my  family. 

11. 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 
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ANGIOPLASTY  PROVES  ONLY  BRIEFLY 
EFFECTIVE  IN  FEMOROPOPLITEAL 
LONG-SEGMENT  STENOSES 

Percutaneous  transluminal  angioplasty  for  long- 
segment  femoropopliteal  stenosis  yields  excellent  long- 
term results  and  clinicians  may  want  to  consider  more 
liberal  use  of  anticoagulants  or,  in  the  future,  laser 
angioplasty,  as  an  alternative. 

This  is  the  opinion  of  Dr.  Robert  R.  Murray,  Jr.,  an 
Instructor  in  Radiology  at  the  Johns  Hopkins  Hospital 
in  Baltimore.  Dr.  Murray  reported,  at  the  Radiological 
Society  of  North  Americans’s  71st  Scientific  Assembly 
and  Annual  Meeting,  on  a subgroup  of  14  patients  with 
stenoses  exceeding  7cm  in  length  in  whom  a very  high 
success  rate  was  obtained  initially.  At  the  outset,  1 3 cases 
were  considered  both  technical  successes. 

By  6 months,  however,  vessel  patency  dropped  on  the 
average  to  23%  and  it  to  0%  by  30  months. 

“Angioplasty  was  relatively  easy  to  do  in  these 
patients,”  Dr.  Murray  said,  “but  patients  with  long 
stenoses  are  at  a greatly  increased  risk  for  an  early  return 
despite  technically  and  clinically  excellent  results.  The 
recurrences  are  apparently  related  to  the  length  of 
stenosis  alone.  That  is  to  say,  patients  with  long  stenosis 
showed  a sharp  fall  in  patency  over  time  regardless  of 
clinical  presentation,  vessel  runoff,  risk  factors,  or  length 
of  balloon  used.” 

Such  patients  may  continue  to  have  PTA,  because  they 
have  been  shown  not  to  be  worse  off  for  the  repeat 
procedure.  Dr.  Murray  said  in  a later  interview  with 
Cardiovascular  News,  “but  it  is  important  to  realize  that 
the  narrowing  is  going  to  come  back.  Clinicians  may 
want  to  try  warfarin  or,  in  the  future,  laser  angioplasty. 
Something  has  to  be  done  for  these  patients,  because 
many  of  them  do  not  have  saphenous  veins  for  grafting.” 

In  the  overall  series,  193  femoropopliteal  PTA 
procedures  were  carried  out  at  Johns  Hopkins  between 
1978-85,  including  77  for  occlusions  and  1 16  for  stenoses. 
Long-term  follow-up  was  available  for  129  patients, 
including  79  receiving  PTA  for  stenosis  and  50  for  occlu- 
sion, Dr.  Murray  said.  In  the  occlusive  group,  average 
patency  was  94%  at  6 months  but  dropped  to  73%  at  54 
months.  This  was  significantly  better  than  the  patients 


with  stenosis,  who  showed  an  average  patency  of  75%  at  6 
months,  dropping  to  54%  at  54  months. 

Initially,  in  the  66  patients  with  stenoses  < 7cm  long, 
average  patency  was  87%,  dropping  to  67%at  54  months, 
a figure  similar  to  that  found  in  the  occlusive  group. 


BYPASS  SURGERY  IMPROVES  SURVIVAL  IN 
PATIENTS  WITH  PROXIMAL  LAD/LEFT 
CIRCUMFLEX  DISEASE 

Coronary  artery  bypass  surgery  improved  survival  in 
the  majority  of  a group  of  patients  with  combined  disease 
in  the  proximal  left  anterior  descending  and  proximal  left 
circumflex  coronaries,  a St.  Louis  University  team  has 
found.  Their  data  showed  also,  however,  that  surgery 
does  not  increase  5-year  survival  in  a subset  of  these 
patients  who  have  mild  chronic  stable  angina  and  well- 
preserved  left  ventricular  (LV)  function. 

The  new  findings  were  reported  at  the  58th  Scientific 
Sessions  of  the  American  Heart  Association  by  Dr. 
Bernard  R.  Chaitman,  Professor  of  Medicine,  St.  Louis 
University  Medical  Center. 

Patients  with  combined  proximal  LAD  and  proximal 
LCX  disease,  so-called  left  main  equivalent  disease,  are  a 
“prognostic  angiographic  high-risk  subset.”  Dr.  Chaitman 
said  in  his  introductory  remarks  that  their  mortality  rate 
is  nearly  comparable  to  that  of  patients  with  left  main 
coronary  disease.  While  coronary  bypass  surgery  is 
known  to  prolong  life  in  most  patients  with  left  main 
disease,  its  impact  on  survival  in  left-main-equivalent 
patients  has  not  been  established,  he  said. 

Accordingly,  the  present  study  was  conducted  to  com- 
pare the  effects  of  surgery  versus  medical  therapy  in  these 
patients. 

All  903  subjects,  drawn  from  the  Collaborative  Study 
in  Coronary  Artery  Surgery  (CASS)  registry,  had  a 
combined  stenosis  >70%  in  the  proximal  LAD  before 
the  first  septal  bifurcation  and  a proximal  circumflex 
stenosis  before  the  first  obtuse  marginal  branch.  Patients 
with  prior  bypass  surgery  were  excluded  from  the 
analysis.  Dr.  Chaitman  said. 

Survival  in  the  639  surgical  patients,  calculated  from 
the  day  of  surgery,  was  85%  at  5 years.  The  5-year 
survival  rate  for  the  264  medically  treated  subjects, 
calculated  from  the  average  time  from  surgery  for  each 
participating  hospital,  was  significantly  lower,  55%. 

“Stratification  of  the  left-main-equivalent  patients  by 
age,  angina  class,  presence  of  right  coronary  disease,  and 
ejection  fraction  revealed  a consistent  survival  benefit  in 
favor  or  surgery,”  Dr.  Chaitman  said. 

At  five  years,  46%  of  surgical  patients  were  angina-free 
compared  to  12%  of  medically  treated  patients.  In 
addition,  a “significantly  greater”  proportion  of  surgical 
patients  did  not  require  nitrates  or  beta-blocker  therapy. 

An  analysis  of  a subset  of  patients  < 65  years  of  age 
whose  angina  was,  less  than  class  III  and  who  had  an 
ejection  fraction  >0.35  showed  that  bypass  surgery 
significantly  improved  survival  compared  to  medical 
treatment  when  ejection  fraction  was<  0.50.  Specifically, 
surgical  patients  in  this  subgroup  had  an  86%  survival 
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rate  at  5 years  while  the  survival  rate  for  medically 
treated  patients  was  61%. 

Nonetheless,  Dr.  Chaitman  pointed  out,  while  the  data 
in  this  study  indicate  that  bypass  surgery  prolongs  life 
and  decreases  angina  symptoms  and  the  need  for  anti- 
anginal  therapy,  it  may  not  improve  survival  in  a subset 
of  these  patients,  namely  those  who  are  asymptomatic 
postinfarction  or  who  have  mild  chronic  stable  angina 
and  who  are  under  65  with  well  maintained  LV  function. 
Therefore,  he  said,  bypass  surgery  is  indicated  in  this 
subgroup  only  if  unacceptable  symptoms  are  present. 


FINDINGS  SUGGEST  PTCA  EFFECTIVE  IN 
PATIENTS  WITH  AMI-ASSOCIATED 
MITRAL  REGURGITATION 


New  findings  from  Albuquerque,  New  Mexico,  indi- 
cate that  percutaneous  transluminal  coronary  angio- 
plasty (PTCA)  can  be  used  in  some  patients  to  treat  acute 
mitral  regurgitation  due  to  myocardial  infarction  (MI)  in 
order  to  preserve  mitral  valve  integrity. 

Thus  far  in  4 patients.  Dr.  Richard  R.  Heuser,  a cardio- 
logist at  the  Presbyterian  Heart  Institute,  has  found  that 
restoration  of  blood  flow  to  the  mitral  valve  apparatus  as 
a result  of  recanalization  of  an  occluded  coronary  artery 
by  PTCA  obviated  the  need  for  valve  replacement. 

Dr.  Heuser,  who  is  also  Clinical  Assistant  Professor, 
Department  of  Medicine,  University  of  New  Mexico, 
presented  data  on  the  first  3 patients  at  the  American 
Heart  Association’s  58th  Scientific  Sessions.  “Almost  12 
months  after  the  procedure,  2 of  the  3 have  not  required 
surgery  and  the  third  required  bypass  surgery  but  not 
valve  replacement,”  he  said.  “This  is  the  first  time  PTCA 
has  been  used  in  this  manner.” 

Dr.  Heuser  noted  in  an  interview  with  Cardiovascular 
News  that  patients  who  present  with  large  Mis  and 
pulmonary  edema  due  to  mitral  regurgitation  resulting 
from  papillary  muscle  dysfunction  have  historically  had  a 
poor  prognosis.  “In  the  past,  the  only  therapy  available 
to  them  was  immediate  cardiac  catheterization  and 
bypass  surgery  which  was  associated  with  a mortality  of 
approximately  50%. ” Mortality  has  been  “80-90%  in 
patients  who  did  not  undergo  catheterization  and  sub- 
sequent surgical  revacularization,”  he  said. 

In  Dr.  Heuser’s  series,  the  presence  of  mitral  regurgi- 
tation was  confirmed  by  left  ventriculography.  All 
patients  had  total  occlusion  of  a coronary  artery:  in  one 
patient,  the  circumflex  wa  involved;  the  left  anterior 
descending  in  another;  and  in  the  third,  a circumflex 
bypass  graft  was  occluded. 

“With  ongoing  ischemia  to  the  papillary  bed,  there’s  a 
strong  risk  of  rupture  ot  the  papillary  muscle  and,  if  that 
occurs,  the  patient  dies,”  Dr.  Heuser  said.  In  all 
3 patients,  however,  PTCA  dilated  the  blocked  vessel 
within  3 to  4 hours  of  symptom  onset. 

As  for  specific  guidelines  for  the  use  of  PTCA  in  these 
patients.  Dr.  Heuser  recommended  that  surgeons  be 
notified  beforehand  because  emergency  valve  replace- 
ment and  bypass  surgery  are  necessary  if  the  procedure 
fails.  “Normally,  when  PTCA  is  performed  in  the  setting 


of  an  acute  MI,  a team  of  surgeons  in  not  ‘standing  by’ 
However,  MI  patients  with  acute  mitral  regurgitation  will 
need  mitral  valve  replacement  and  bypass  surgery  if  the 
blocked  vessel  in  not  reopened  immediately,  so  that 
surgeons  must  be  readily  available,”  he  said. 


AMERICAN  COLLEGE 

OF  PHYSICIANS 

ACP  ISSUES  CURRENT  GUIDELINES  ON  THE 
USES  OF  DIAGNOSTIC  SPINAL  TAPS 


Use  of  the  diagnostic  spinal  tap  (lumbar  puncture)  and 
the  routine  tests  performed  on  the  cerebrospinal  fluid 
should  be  individualized  for  each  patient,  according  to  a 
recent  recommendation  from  the  American  College  of 
Physicians  (ACP),  the  nation’s  largest  medical  specialty 
society. 

As  with  many  other  older  medical  procedures,  indica- 
tions for  performing  lumbar  punctures  have  changed 
with  the  advent  of  newer  noninvasive  diagnostic 
techniques.  This  ACP  report  provides  clinicians  with 
current  guidelines  on  the  use  of  the  lumbar  puncture, 
which  was  originally  described  and  used  in  the  late  1800’s 
and  now  is  considered  useful  in  the  diagnosis  of  four 
major  disease  categories:  meningeal  infection,  subarach- 
noid hemorrhage,  central  nervous  system  malignancy 
and  demyelinating  diseases. 

Unlike  blood  or  urine  samples,  cerebrospinal  fluid 
samples  are  not  easily  obtained.  Complications  range 
from  mild  discomfort  to  fatality.  Patients  must  be 
positioned  correctly  and  given  adequate  reassurance 
throughout  the  procedure.  Small  diameter  needles 
(20  gauge  or  less)  can  then  be  used  to  withdraw  a sample 
of  cerebrospinal  fluid  from  the  spinal  cord.  By  using  these 
small  gauge  needles  and  requiring  the  patient  to  remain  in 
a prone  position  for  several  hours  following  the 
procedure,  the  physician  can  decrease  the  chances  of  a 
post-procedure  headache,  the  most  common  complica- 
tion, for  most  patients. 

The  statement  and  a supporting  article  by  Keith  I. 
Marton,  MD,  and  Alison  D.  Geon,  MD,  which  appear  in 
the  June  1986  issue  of  Annals  of  Internal  Medicine,  say 
that  testing  cost  could  be  decreased  by  25  to  50  percent  if 
routine  tests  performed  on  cerebrospinal  fluid  samples 
were  limited  to  a cell  count,  a cell  differential  and  a 
glucose  level.  Other  tests,  such  as  a gram  stain  and  a 
bacterial  culture,  should  be  ordered  only  if  the  initial  tests 
are  abnormal  or  if  the  patient’s  clinical  history  indicates 
that  further  tests  are  required.  According^ to  the  recom- 
mendation, the  protein  level,  which  is  often  included  in  the 
battery  of  routine  tests,  is  a nonspecific  and  relatively 
insensitive  measure  that  usually  does  not  add  any  useful 
information  to  the  total  cerebrospinal  fluid  analysis. 

Prepared  through  ACP’s  Clinical  Efficacy  Assesment 
Project  (CEAP),  the  recommendation  advises  physicians 
not  to  perform  the  lumbar  puncture  at  all  if  the 
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laboratory  tests  will  yield  no  useful  findings  (for  example, 
in  patients  without  headache,  stiff  neck,  fever,  or  clear 
neurologic  abnormalities)  or  if  there  is  a high  probability 
of  complications  for  the  patient  (such  as,  in  those  patients 
who  have  a mass  in  the  central  nervous  system  or 
decreased  levels  of  clotting  factors). 

According  to  the  CEAP  statement,  cytologic  examina- 
tions of  the  cerebrospinal  fluid  are  useful  for  diagnosing 
malignant  meningitis,  and  increasing  use  of  rapid  assays 
for  bacterial  and  fungal  antigens  are  improving  the 
accuracy  of  this  test  when  central  nervous  system 
infection  is  suspected.  The  statement  continues  by  noting 
that  although  the  lumbar  puncture  and  a cytologic 
examination  of  the  fluid  is  primarily  used  for  diagnosing 
bacterial  meningitis,  a patient’s  clinical  response — rather 
than  serial  cerebrospinal  fluid  findings — should  be  used 
to  determine  whether  a patient’s  antibiotic  therapy 
should  be  continued.  A spinal  tap  also  can  be  used  to 
diagnose  mycobacterial  and  viral  infections  although, 
according  to  the  recommendation,  its  value  in  diagnosing 
a possible  viral  infection  seems  to  lie  in  excluding  more 
serious  conditions. 

Due  to  the  possible  complications  of  the  lumbar 
puncture  and  the  increasing  use  of  computed  tomogra- 
phy (CT),  notes  the  College,  the  role  of  the  spinal  tap  in 
diagnosing  subarachnoid  hemorrhage  is  diminishing. 
For  those  patients  with  a clear-cut  history  and  a positive 
CT  scan,  the  spinal  tap  often  is  not  necessary.  Despite  a 
high  correlation  between  the  presence  of  IgG  abnormali- 
ties in  the  cerebrospinal  fluid  and  the  presence  of  multiple 
sclerosis,  the  recommendation  says  that  the  use  of  the 
lumbar  puncture  adds  little  to  the  overall  accuracy  of  the 
diagnosis  of  either  multiple  sclerosis  or  of  polyneuropa- 
thies. 

According  to  data  examined  thus  far,  the  spinal  tap 
does  not  appear  to  be  very  useful  in  diagnosing  a hemor- 
rhagic stroke  or  other  cerebrovascular  disorders.  The 
lumbar  puncture  also  is  not  useful  for  diagnosing 
dementia,  although  it  is  commonly  performed  as  part  of 
the  dementia  evaluation  due  to  concern  about  syphilis 
and  cryptococcal  meningitis.  According  to  the  CEAP 
recommendation,  patients  with  cryptococcal  meningitis 
usually  exhibit  specific  symptoms  other  than  dementia 
and  syphilis  rarely  causes  dementia. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


EYE  EXAMINATION  SHOULD  BEGIN  AT  AN 
EARLY  AGE 


Because  eye  problems  in  infants  and  children  can  go 
undetected  for  years  unless  they’re  caught  early,  the 
Ameican  Academy  of  Pediatrics’  (AAP)  Committee  on 
Practice  and  Ambulatory  Medicine  has  urged  parents  to 


note  the  importance  of  evaluating  a child’s  eyes, 
beginning  at  birth. 

An  eye  examination  checking  for  visual  deficiencies 
and  muscle  imbalance  is  essential  during  the  first  six 
months  of  life,  said  Daniel  Shea,  M.D.,  chairman  of  the 
AAP  Committee,  in  the  June  issue  of  Pediatrics,  the 
journal  of  the  AAP.  Nearly  20  percent  of  the  pediatric 
population  needs  eye  glasses. 

The  AAP  recommends  that  regular  vision  screening 
begin  in  the  preschool  years.  If  undetected,  vision 
problems  can  contribute  to  poor  school  performance. 
Initially,  parents  and  physicians  can  spot  potential 
problems  by  noticing: 

• Does  the  child  hold  objects  unusually  close  to  his  or 
her  face  when  trying  to  focus? 

• Do  the  child’s  eyes  appear  to  cross? 

• Is  there  a family  history  of  eye  problems? 

By  age  four,  children  should  have  their  vision  tested. 
To  make  a younger  child’s  first  exam  easier,  parents  can 
hold  the  child  in  their  lap. 

The  AAP  Committee  reports  that  by  age  five,  children 
should  be  able  to  read  the  20/40  line  on  the  Snellen  “E” 
chart.  If  your  child’s  vision  is  significantly  weaker  in  one 
or  both  eyes,  further  examination  is  warranted. 

Vision  screening  and  eye  examination  should  be  per- 
formed again  between  five  and  six  years  of  age,  and  at 
periodic  intervals  thereafter.  Schoolaged  children  should 
be  able  to  read  a majority  of  the  20/30  line  to  pass  the  test, 
although  it  isn’t  necessary  for  them  to  identify  every 
character  on  a line. 

Nearsightedness  is  the  most  common  eye  problem  and 
is  correctable  with  glasses.  Farsightedness  can  cause 
problems  in  doing  close  work,  but  usually  doesn’t  neces- 
sitate correction  in  children  unless  it  causes  crossed  eyes 
or  reduced  vision. 


WHICH  CHILD  IS  MORE  LIKELY  TO  DIE  FROM  A 
DRIVER?  A PEDESTRIAN  OR  A 
PASSENGER? 


A recent  review  of  one  state’s  traffic  accident  data 
revealed  that  the  largest  proportion  of  children’s  car 
accident  deaths  related  to  drunk  drivers  were  child  pas- 
sengers, not  child  pedestrians,  contrary  to  what  the 
public  might  think. 

The  findings,  published  in  the  June  issue  of  Pediatrics, 
the  journal  of  the  American  Academy  of  Pediatrics 
(AAP),  prompted  the  North  Carolina  researchers  who 
conducted  the  study  to  suggest  that,  in  addition  to  more 
stringent  alcohol  legislation,  health  care  providers  should 
admonish  and  teach  parents  about  the  deadly  hazards  of 
drinking  and  driving  to  their  children. 

Motor  vehicle  crashes,  the  leading  cause  of  death  for 
children  1-5  years  old,  accounted  for  3,600  deaths  in 
1982.  The  researchers  estimate  that  more  than  30,000 
children  are  injured  yearly  in  alcohol-related  crashes. 

The  study  looked  at  a four-year  period  (1979-1982) 
preceding  the  adoption  of  a law  in  North  Carolina  that 
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raised  the  drinking  age  and  included  stiffer  penalties  for 
drunk  driving.  Fifty-six  percent  of  the  alcohol-related 
deaths  involved  child  passengers  in  cars  where  their  own 
driver  had  been  drinking;  23  percent  were  children  in 
multiple-vehicle  crashes  where  the  other  driver  had  been 
drinking. 


TWENTIETH  EDITION  OF  PEDIATRIC 
“REDBOOK”  UPDATES  NEW  DISEASES, 
INFECTIONS  IN  CHILDREN 


Recommendations  for  controlling  infections  in  day 
care,  guidelines  for  diseases  like  AIDS,  pertussis 
(whooping  cough),  Haemophilus  influenzae  type  b, 
hepatitis  B,  Lyme  disease,  chickenpox,  influenza  and 
listings  of  diseases  that  physicians  should  report  to  health 
officials  are  all  part  of  a new  edition  of  the  American 
Academy  of  Pediatrics’  (AAP)  infectious  diseases 
manual. 

The  20th  edition  of  the  A.  Ws,  Report  of  the  Committee 
on  Infectious  Diseases  (the  Red  Book),  was  issued  this 
June  and  is  a composite  summary  for  the  control  of 
infectious  diseases  in  children.  The  Red  Book  was  first 
published  in  1938. 

Its  recommendations  represent  consensus  statements 
developed  by  members  of  the  AAP  Committee;  its  liason 
representatives  from  the  Centers  for  Disease  Control,  the 
Food  and  Drug  Administration,  the  National  Institute  of 
Health,  the  Canadian  Paediatric  Society;  and  numerous 
consultants. 

The  manual  fulfills  three  important  aspects,  notes 
manual  editor  Georges  Peter,  M.D.  “It  revises  and 
updates  recommendations  on  the  control  of  infectious 
diseases  like  pertussis  or  measles;  it  provides  useful  infor- 
mation as  a compendium  of  data  (e.g.,  tables  on  repor- 
table diseases  and  antiparasitic  drugs);  and  recognizes 
and  respounds  to  new  diseases  such  as  AIDS  and  Lyme 
disease,”  the  Brown  University  pediatrician  says. 

Highlights  of  the  Report  of  the  Committee  on  Infectious 
Diseases  include: 

• Infections  in  Day  Care 

1)  Common  diseases  in  day  care  include:  diarrhea, 
hepatitis  A and  respiratory  viral  infections. 

2)  Hand  washing  routines  for  staff  and  children  should 
be  established. 

3)  Food-handling  and  diaper-changing  areas  should  be 
physically  separated  from  one  another. 

4)  Each  day  care  facility  should  have  written  illness 
policies. 

5)  Frequently  mouthed  objects  should  be  sanitized  by 
washing  to  prevent  inadvertent  transmission  of 
infection. 

• Immunizations,  including  the  DTP  vaccination 

1)  Universal  immunization  with  pertussis  (the  “P”  in 
DTP)  vaccine  of  children  less  than  seven  years  of  age 
is  critical  for  the  control  of  pertussis.  At  the  present 
time,  approximately  30  percent  of  reported  pertussis 
cases  in  the  United  States  occur  in  infants  less  than 


six  months  of  age,  including  a substantial  proportion 
in  those  less  than  three  months  of  age.  Mortality  rates 
and  the  rate  of  hospitalizations  are  highest  in  the  first 
six  months  of  life. 

2)  The  medical  records  of  those  children  in  whom  DTP 
has  been  deferred  should  be  flagged,  and  their 
immunization  status  should  be  assessed  periodically 
to  ensure  they  receive  appropriate  immunizations. 

3)  Cases  of  pertussis  should  be  reported  promptly  to  the 
state  health  department. 

4)  Parents  and  patients  should  be  informed  about  the 
beneficts  and  risks  of  preventive  and  therapeutic 
procedures,  including  immunizations.  The  Committee 
feels  the  most  important  aspect  of  informed  consent 
is  that  the  pediatrician  make  sure  that  benefits  and 
risks  are  understood. 

5)  Reactions  associated  with  pertussis  vaccine,  such  as 
redness,  local  swelling,  induration  and  tenderness  at 
the  injection  site,  drowsiness,  fretfulness,  or  a slight 
to  moderate  fever  are  common  — yet  subside 
spontaneously.  Therefore,  children  with  these  reac- 
tions should  continue  to  receive  subsequent  doses  of 
the  vaccine. 

Less  common  reactions,  such  as  convulsions, 
temperature  of  104.9  F.  or  greater,  limpness  or 
paleness,  excessive  sleepiness  or  difficulty  rousing  the 
infant,  or  high-pitched  screaming  or  crying  for  three 
or  more  hours,  require  immediate  medical  attention 
and  justify  discontinuation  of  further  pertussis 
immunizations. 

6)  Before  administration  of  each  DTP  dose,  the  parent 
should  be  questioned  about  possible  adverse  events 
following  the  previous  dose. 

7)  Infants  and  children  with  a history  of  convulsions  or 
seizures,  and  those  who  have  neurologic  disorders 
characterized  by  progressive  developmental  delay  or 
changing  neurologic  findings  may  need  to  have  the 
DTP  vaccine  deferred. 


PEDIATRIC  INFECTIONS  DISEASE  MANUAL 
DESCRIBES  NEW  INFORMATION  ON 
H.  FLU  TYPE  B,  LYME  DISEASE 


Recommendations  for  coniroWing  Haemophilus  influenzae 
infections,  a major  cause  of  meningitis  in  infants  and 
young  children,  are  part  of  the  American  Academy  of 
Pediatrics’  (AAP)  new  infections  diseases  manual  (20th 
edition). 

Its  recommendations  on  two  common  infections. 
Hemophilus  influenzae  type  B and  Lyme  disease,  are  as 
follows: 

• Haemophilus  influenzae  (type  B) 

1)  Haemophilus  influenzae  (type  B)  is  an  invasive  disease 
that  causes  meningitis  and  epiglottitis  (a  severe  form 
of  croup)  primarily  in  infants  and  young  children,  3 
months  to  3 years  old.  Bacteria  is  transmitted  person- 
to-person  via  direct  contact  or  inhalation  of  infected 
respiratory  droplets. 
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2)  In  temperate  climates,  the  disease  (often  called  HIB) 
occurs  most  commonly  during  the  winter  months. 
Young  children  (less  than  4 years  of  age)  in 
prolonged,  close  contact  with  children  in  environ- 
ments such  as  day  care  are  at  an  increased  risk  for 
serious  infection. 

4)  Immunization  againts  HIB  disease  is  recommended 
for  all  children  at  24  months  of  age.  Also,  immuniza- 
tion up  to  the  fifth  birthday  is  suggested  for  those 
who  didn’t  receive  the  vaccine  at  age  2.  Special  efforts 
should  be  made  to  immunize  those  in  day  care. 

• Lyme  Disease 

1)  First  recognized  in  1975,  Lyme  disease  is  caused  by 
bacteria  from  a tick  bite.  The  disease  is  relatively  new 
to  physicians  and  exemplifies  the  Academy’s  attempt 
to  keep  practitioners  current  on  new  diseases. 

2)  This  disease,  which  begins  with  a skin  lesion,  can  lead 
to  arthritis,  cardiac  problems  and  even  neurologic 
abnormalities  such  as  meningitis  and  encephalitis. 
Diagnosis  of  Lyme  disease  is  suspected  by  certain 
clinical  findings  and  is  confirmed  by  specific  blood 
tests. 

3)  Lyme  disease  to  occur  primarily  in  three  distinct 
geographic  regions  in  the  United  States,  where  the 
carrier  ticks  reside:  from  Massachusetts  to  Maryland 
(Northeast);  the  states  of  Wisconsin  and  Minnesota 
(Midwest);  and  Oregon  and  California  (West). 
However,  cases  have  been  found  outside  these 
regions  and  even  overseas.  Onset  of  the  illness  is 
generally  between  May  1 and  November  30;  the 
majority  of  cases  occur  in  June  and  July. 

4)  In  its  early  stages,  Lyme  disease  is  treated  with 
tetracycline  in  children  9 years  and  older;  for  children 
less  than  9,  penicillin  is  recommended  (erythromycin 
for  those  allergic  to  penicillin). 


Se  Alquilan  Oficinas  Médicas  en  Bayamón 

Calle  Santa  Cruz  No.  77 
Frente  Hospital  San  Pablo 
800  m cuadrados  con  divisiones  principales 
y 1 baño  cada  una 

Alquiler:  $750.  / mes  c/u 
Información:  740-0603 


American  College  of  Radiology 
Puerto  Rico  Chapter 

Annual  Convention 

Caribe  Hilton  Hotel 
San  Juan,  Puerto  Rico 


PROGRAM 


Saturday  November  8,  1986 

PULMONARY  PARENCHYMA 


MODERATOR 

D.  Baker.  M.D. 

P.M 

1:00 

Opening  Remarks 

W.  López.  M.D. 
President  AMCR-PRC 

1:05 

Plain  Film  Evaluation  in 
Adults-interstitial  Alveolar  Disorders 

R.  Fraser,  M.D. 

1:40 

Plain  Film  Evaluation  in  Children 

T.  Griscom.  M.D. 

2:50 

MRl  Evaluation  of  Chest 

J.  Westcott,  M.D. 

2:35 

Coffee  Break 

2:50 

C.T,  Evaluation  of  Lungs  & 

Pleura  in  Children 

T.  Griscom,  M.D. 

3:35 

New  Modalities  as  They  Relate 
to  Lung  Parenchyma  Stressing 

Digital  Radiology 

R.  Fraser,  M.D. 

PULMONARY  VASCULATURE 

4:05 

Plain  Film  Evaluation  Including 
Anatomic  Review  and  Patterns  of 
Pulmonary  Edema 

J.  Westcott,  M.D. 

4:35 

MRI  of  Heart  and  Great  Vessels 

J.  Westcott,  M.D. 

5:15 

Functional  Evaluation  of  Pulmonary 
Vasculature -Including  Radiolonuclides 
(PET  & SPECT)  MRI  and 

Digital  Angiography) 

P.  Alderson,  M.D. 

Sunday  November  9,  1986 

NEOPLASTIC  DISEASE 

MODERATOR 

T.  Griscom,  M.D. 

9:00 

Pulmonary  Embolism 

P.  Alderson,  M.D. 

9:55 

Lung  Cancer 

R.  Fraser,  M.D. 

10:25 

Evaluation  of  Chest  Neoplasm 
in  Children 

D.  Barker.  M.  D. 

11:05 

Coffe  Break 

11:15 

C.T.  Evaluation  of  Lung  Nodules 

J.  Westcott,  M.D. 

11:40 

Subtle  Signs  of  Radiological 

Diagnosis 

R.  Fraser.  M.D. 

12:10 

Interventional  Procedure  in 

Tumor  Diagnosis 

J.  Westcott,  M.D. 

12:55 

Nuclear  Medicine  Role  in  Lung  CA 

P.  Alderson,  M.D. 

1:15 

Adjourn 

FACULTY 

Joseph  Marasco,  Jr. 

President 

American  College  of  Radiology 
Pittsburgh,  Pennsylvania 

Dr.  David  Baker 

Chairman  Department  of  Radiology 
Columbia  Presbyterian  Medical  Center 
New  York,  New  York 

Dr.  Philip  Alderson 
Chief  Nuclear  Medicine 
Columbia  Presbyterian  Medical  Center 
New  York.  New  York 


Dr.  Robert  Fraser 
Professor  of  Radiology 
Alabama  Medical  Center 
Birmingham.  Alabama 

Dr.  Thorne  Griscom 
Professor  of  Radiology 
Children’s  Hospital 
Boston,  Massachussets 

Dr.  Jack  Westcott 
Professor  of  Radiology 
Yale  University  Medical  Ccnici 
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NEW  CPR  STANDARDS  PUBLISHED  IN  JAMA 


The  revised  standards  and  guidelines  for  Cardiopul- 
monary Resuscitation  (CPR)  and  Emergency  Cardiac 
Care  (ECC),  incorporating  new  scientific  information 
and  simplified  instructions,  appears  in  JAMA.  Since  its 
introduction  25  years  ago,  CPR  has  been  responsible  for 
the  saving  of  thousands  of  lives.  Survival  rates  are  25 
percent  with  early  bystander  intervention,  backed  up  by 
efficient  emergency  medical  services,  compared  with 
survival  rates  of  only  5 percent  without  bystander  inter- 
vention and  adequate  backup  services.  Survival  in 
numbers  approaches  250  lives  each  day. 

Prominent  among  the  revised  guidelines  is  a new 
instruction  that  resolves  the  back  blow-Heimlich 
maneuver  controversy:  “The  Heimlich  maneuver  is 
designated  as  the  preferred  method  to  dislodge  foreign 
matter  from  the  airway;  that  is,  back  blows  have  been 
virtually  eliminated,”  observes  Carlotta  M.  Rinke,  MD, 
editor  of  the  special  CPR  issue. 

“Reservations  are  expressed,  however,  about  the  use  of 
the  Heimlich  maneuver  in  infants  less  than  one  year  old, 
and  wich  a dearth  of  scientific  data,  only  back  blows  and 
chest  thrusts  are  recommended  for  infants.” 

Additional  new  information  concerns  the  potential  for 
disease  transmission  from  CPR  training  manikins,  with  a 
recommendation  that  persons  known  to  have  hepatitis  B 
antigen  or  acquired  immunodeficiency  syndrome  not 
participate  in  the  hands-on  manikin  training. 

Also  new  is  a major  rethinking  of  the  physiology  and 
application  of  mouth-to-mouth  ventilation  to  a respira- 
tory arrest  victim.  Instead  of  the  previously  taught  four 
quick,  full  breaths,  rescuers  now  will  be  taught  to 
administer  two  initial  ventilations  of  about  1.5  seconds 
each.  The  number  of  chest  compressions  per  minute  has 
been  increased  from  60  to  80  to  100. 

New  guidelines  for  emergency  medical  technicians 
include  a recommendation  that  they  be  trained  to 
recognize  ventricular  fibrillation  and  learn  the  skills  of 
defibrillation.  “It  is  now  an  incontrovertible  fact  that 
early  defibrillation  of  cardiac  arrest  victims  is  associated 
with  survival,”  says  Rinke.  “This  recommendation  is 
couched  in  the  context  of  strict  medical  control,”  she 


adds.  “Specifically,  in  the  treatment  of  out-of-hospital 
ventricular  fibrillation,  three  immediate  and  consecutive 
energy  dicharges  should  be  administered  as  soon  as  the 
equipment  is  available  in  contrast  to  the  1980  Standards, 
which  recommend  two  consecutive  defibrillation  attempts.” 

Among  new  drugs  added  to  the  CPR-ECC  pharmacy: 
intravenous  nitroglycerin,  verapamil  and  amrinone. 
Among  drugs  eliminated:  calcium  chloride  and  isopro- 
terenol in  the  routine  treatment  of  cardiac  arrest. 

To  simplify  teaching,  lay  persons  will  be  taught  only 
one-rescuer  CPR,  while  medical  professionals  will 
continue  to  be  trained  in  the  two-rescuer  sequence.  In 
addition,  lay  persons  will  be  taught  only  the  head 
tilt/chin  lift  method  of  opening  the  airway  in  the  interests 
of  safety,  efficacy  and  ease  in  learning  and  performing. 

The  revised  guidelines  were  developed  at  a national 
conference  last  year  sponsored  by  the  American  Heart 
Association,  American  Red  Cross,  American  College  of 
Cardiology  and  National  Heart,  Lung,  and  Blood 
Institute,  and  attended  by  representatives  from  all  United 
States  agencies  involved  in  CPR  training  as  well  as  repre- 
sentatives from  22  foreign  countries,  30  medical  schools, 
and  various  other  agencies. 

“The  conference  incorporated  into  its  final  recom- 
mendations the  most  recent  developments  in  the  field  of 
CPR-ECC,”  says  conference  chairman  W.H.  Montgomery, 
MD,  of  the  Straub  Clinic  and  Hospital  in  Honolulu. 
Pointing  to  recommendations  concerning  infectious 
disease  transmission,  he  adds,  that  they  should  “allay  the 
apprehensions  of  those  individuals  who  suspect  that  CPR 
training  or  actual  CPR  performance  is  dangerous. 
Millions  of  American  have  been  trained  in  these 
techniques  without  evidence  of  infectious  disease  trans- 
mission.” 

Montgomery  points  out  that  the  CPR  program 
penetrates  the  community  like  no  other  public  education 
endeavor.  “This  affords  the  American  Heart  Association, 
the  American  Red  Cross  and  other  cooperating  agencies 
the  opportunity  to  deliver  primary  and  secondary 
prevention  messages  about  coronary  heart  disease  to  the 
public.  These  messages  ultimately  can  have  a far  greater 
impact  in  reducing  morbidity  and  mortality  from  cardio- 
vascular disease  and  stroke  than  the  actual  administra- 
tion of  CPR.” 

JAMA  June  6.  1986 


TUMOR  DNA  CONTENT  KEY  TO 
COLON  CANCER  PROGNOSIS 


The  DNA  content  of  colorectal  tumors  offers  a 
significant  indication  of  prognosis,  according  to  a report 
in  JAMA.  Tumor  ploidy  (chromosome  set)  was  shown  to 
be  the  single  most  important  prognostic  factor  of  any 
variables  examined,  suggest  results  of  the  largest  such 
study  to  date. 

William  Kokal,  MD,  and  colleagues  of  the  City  of 
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Hope  National  Medical  Center  in  Duarte,  Calif.,  studied 
seventy-seven  patients  with  primary  colorectal  carci- 
noma that  was  resected  between  1974 and  1980.  “Overall, 
patients  with  aneuploid  (an  abnormal  number  of 
chromosomes)  tumors  had  a significantly  higher  recu- 
rrence rate  and  significantly  shorter  disease-free  and 
overall  survival  times  than  did  patients  with  diploid 
(normal  set  of  chromosomes)  tumors,”  the  researchers 
report.  Content  of  tumors  was  analyzed  by  flow 
cytometry. 

“In  fact,  the  DNA  content  of  the  tumor  was  the  single 
most  important  variable  in  predicting  recurrence  and 
death  from  colorectal  carcinoma,  even  more  important 
than  stage  of  the  disease,”  they  add.  Other  studies  have 
established  many  clinical  and  histological  parameters 
important  in  prognosis  of  this  cancer,  but  in  the  past  it 
was  under  whether  tumor  ploidy  was  the  result  of  the 
stage  of  the  illness  or  other  know  prognosis  factors. 

The  researchers  concluded,  “It  appears,  therefore,  that 
further  study  could  lead  to  an  integral  role  of  DNA 
content  of  tumor  cells  in  the  selection  of  patients  for 
conclusively  that  DNA  content  of  the  tumor  is, 
independent  of  other  variables  highly  predictive  of 
prognosis. 

Commenting  editorially,  Leopold  G.  Koss,  MD,  and 
Ellen  Greenebaum,  MD,  of  the  Albert  Einstein  College 
of  Medicine,  Bronx,  New  York,  note  that,  “There  are  a 
great  many  publications  on  DNA  content  of  various 
cancers,  but  relatively  few  with  conclusions  of  clinical 
value,  either  because  of  inadequate  follow-up  informa- 
tion or  because  of  other  deficiencies  in  the  experimental 
design.” 

Kokal  and  colleagues  provide  supportive  documenta- 
tion for  work  that  Koss  and  Greenebaum  themselves 
previously  accomplished  in  the  field.  “Although  this 
evidence  is  encouraging,  it  should  not  be  considered 
conclusive,  ” they  caution. 

“Should  DNA  content  of  colorectal  cancers  be 
measured  as  a routine  procedure?”  they  ask.  “It  seems 
probable  that  measuring  DNA  content  in  at  least  some 
human  cancers  may  soon  prove  to  be  of  diagnostic  value 
as  a part  of  the  pathology  of  tomorrow.” 

JAMA  June  13  1986 


CERVICAL  CANCER  RISK  TWOFOLD  GREATER 
FOR  HEAVY  SMOKERS 


After  eliminating  other  potential  confounding  varia- 
bles, women  who  smoke  40  or  more  cigarettes  a day  or 
those  who  smoke  for  40  or  more  years  experience  twofold 
excess  risk  for  invasive  squamous  cell  cervical  cancer, 
according  to  a study  in  JAMA.  Those  who  smoke 
nonfilter  cigarettes  are  at  especially  high  risk. 

Louise  A.  Brinton,  PhD,  of  the  National  Cancer 
Institute,  Bethesda,  and  colleagues  studied  480  patients 
with  invasive  cervical  cancer  and  797  control  subjects  in 
five  varied  geographical  regions  of  the  United  States  from 
April,  1982,  to  January,  1984.  The  researchers  were 


interested  in  determining  whether  the  smoking  associa- 
tions merely  reflect  confounding  by  other  cervical  cancer 
risk  factors. 

“After  adjustment  for  appropriate  confounding  varia- 
bles, we  found  that  women  who  reported  ever  having 
regularly  smoked  cigarettes  had  a 50  percent  elevated  risk 
compared  with  nonsmokers,”  the  researchers  say.  “This 
study,  however,  indicated  the  importance  of  accounting 
for  additional  risk  factors  in  assessing  the  relationship 
between  smoking  and  cervical  cancer,  particularly  since 
smoking  was  correlated  with  measures  of  sexual  activity 
that  were  major  predictors  of  risk  in  this  population,” 
they  add. 

“It  is  of  note  that  those  who  discontinued  smoking  two 
or  more  years  prior  to  diagnosis  demonstrated  no  signi- 
ficant excess  risk  compared  with  nonsmokers,”  they 
emphasize.  “The  declining  incidence  rate  of  cervical 
cancer,  however,  suggests  that  the  impact  of  smoking  is 
not  as  potent  as  for  other  smoking  related  cancers,  such 
as  that  of  the  lung,  a cancer  that  has  been  rising  steadily 
among  women.” 

In  a related  study,  researchers  caution  physicians  on 
proper  use  of  nicotine  gum  for  their  patients.  “Physicians 
should  probably  continue  to  emphasize  to  patients  the 
need  for  gradual  reduction  of  nicotine  gum,”  according 
to  a study  done  by  John  R.  Hughes,  MD,  and  colleagues 
from  the  University  of  Minnesota  in  Minneapolis.  The 
study  provided  “a  rigorous  and  generalizable  test  of 
whether  nicotine  gum  can  induce  (or  maintain)  physical 
dependence  on  nicotine.”  A significant  finding  was, 
“Regardless  of  the  cause,  the  symptoms  from  stopping 
the  use  of  nicotine  gum  were  aversive  and,  in  two  cases, 
appeared  to  cause  relapse.”  Hughes  is  now  with  the 
University  of  Vermont  in  Burlington. 

Writing  in  the  same  issue  oí  JAMA,  Senator  Orrin  G. 
Hatch  comments  on  legislative  action  on  tobacco  and 
smoking.  He  briefly  reviews  some  of  “a  large  number  of 
bills  introduced  to  curtail  voluntarily  the  use  of  tobacco.” 
Senator  Hatch  says,  “Many  members  of  Congress  have 
goals  in  common  with  health  professionals  and  share 
their  concern  about  public  health.”  He  concludes,  “In  the 
long  run,  if  we  work  together,  I am  confident  that  we  can 
achieve  a tobacco-free  society  by  the  year  2000.” 

JAMA  June  20,  1986 


MOST  WORLD  BLINDNESS  CAN  BE  PREVENTED 


More  than  80  percent  of  all  blind  persons  live  in  the 
developing  countries  of  Africa,  Asia  and  Latin  America; 
furthermore,  half  to  three-fourths  of  all  blindness  in  the 
world  is  either  curable  or  preventable,  according  to  a 
report  in  JAMA. 

Khalid  F.  Tabbara,  MD,  of  King  Saud  University, 
Riyadh,  Saudi  Arabia,  and  Dennis  Ross-Degnan, 
MSPH,  of  the  International  Eye  Foundation,  Bethesda, 
studied  the  prevalence  and  causes  of  blindness  among 
14,577  of  Saudi  Arabia’s  settled  population  and  among 
2,233  bedouins. 

“The  survey  revealed  that  1 .5  percent  of  the  population 
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is  blind  and  another  7.8  percent  is  visually  impaired 
according  to  the  World  Health  Organization  definition,” 
the  researchers  say.  “The  most  common  causes  of 
blindness  include:  cataract,  trachoma,  nontrachomatous 
corneal  scars,  refractive  errors,  congenital  anomalies, 
failed  medical  or  surgical  treatment,  and  glaucoma.” 
Blindness  is  not  only  a personal  tragedy,  they  say;  it 
represents  a major  socioeconomic  burden. 

In  Saudi  Arabia,  as  in  most  developing  countries, 
cataracts  account  for  most  blindness  (52.8  percent). 
Seven  percent  of  the  Saudi  population,  and  42  percent  of 
those  older  than  40  years  have  a cataract  or  its  resulting 
complications.  Only  16.6  percent  of  these  persons  have 
had  surgery.  The  researchers  note  a disturbing  frequency 
of  surgical  complications  in  Saudi  Arabia  ( 19  percent  for 
cataract  surgery  and  13.8  percent  for  other  intraocular 
procedures).  “In  fact,  4.4  percent  of  all  blindness  in  Saudi 
Arabia  is  iatrogenic,  casued  by  a failed  medical  or 
surgical  therapy,”  they  report. 

Trachoma  (caused  by  Chlamydia  trachomatis)  was  the 
second  leading  cause  of  blindness  in  the  study  popula- 
tion, representing  10.5  percent  of  cases.  Although  its 
prevalence  is  declining,  possibly  due  to  improved  treat- 
ment and  hygiene,  at  least  122,000  Saudi  Arabians  have 
severe  eyelid  deformities  from  trachoma  that  will 
eventually  cause  blindness  without  surgery.  The  resear- 
chers predict  that  establishment  of  surgical  competence, 
increasing  facilities  for  dispensing  of  corrective  lenses, 
and  improved  capabilities  for  treating  trauma  and 
infection  would  dramatically  reduce  the  prevalence  of 
blindness  in  Saudi  Arabia. 

Although  Saudi  Arabia  is  rapidly  becoming  a 
developed  country,  its  patterns  of  blindness  reflect  health 
problems  of  many  developing  countries,  observes  Alfred 
Sommer,  MD,  of  the  Wilmer  Institute,  Baltimore,  in  a 
related  editorial.  “The  enormity  of  blindness  in  the 
developing  world  will  continue  to  mount  as  populations 
grow,  age,  and  sink  deeper  into  poverty,”  he  says. 
Sommer  affirms  that  most  blindness  can  be  prevented  or 
avoided  through  commitment  to  imaginative  application 
of  existing  technology. 

JAMA  June  27,  1986 

CARDIAC  DEATH  CAUSED  BY  COCAINE 

Cardiopulmonary  arrest  in  a 21-year-old  man  follow- 
ing intravenous  injection  of  cocaine  is  reported  in  the 
June  Archives  of  Pathology  and  Laboratory  Medicine. 
Ross  W.  Simpson,  MD,  and  William  D.  Edwards,  MD, 
of  the  Mayo  Clinic,  Rochester,  Minn.,  note  that  chest 
pain  occurred  within  15  minutes  and  cardiopulmonary 
arrest  within  one  hour  after  the  injection.  Chronic 
coronary  obstructions  were  attributed  to  a five-year 
history  of  intravenous  cocaine  abuse.  “In  a heart  with 
preexisting  severe  two-vessel  coronary  disease,  the  effects 
of  acute  cocaine  abuse  (namely  tachycardia,  hyperten- 
sion, and  possible  coronary  artery  spasm)  probably  set 
the  stage  for  the  induction  of  a fatal  arrhythmia  of 
ischemic  origin,”  they  say,  noting  13  other  reported  cases 
of  acute  myocardial  infarction  associated  with  cocaine. 


RETINAL  IMPAIRMENT  ASSOCIATED 
WITH  ACNE  DRUG 

Isotretinoin,  or  1 3-cis-retinoic  acid  (Accutane),  used  to 
treat  severe  cystic  acne,  may  cause  reduced  night  vision 
and/or  increased  glare  sensitivity  in  some  patients, 
according  to  a report  in  the  June  Archives  of  Ophthalmology. 
Richard  G.  Weleber,  MD,  of  Oregon  Health  Sciences 
University,  Portland,  and  colleagues  report  that  three  of 
fifty  patients  in  their  study  who  were  receiving  the  drug 
compalined  of  such  symptoms.  Tests  revealed  retinal 
abnormalities  persisting  several  months  to  a year  after 
therapy  was  discontinued.  “Isotretinoin,  to  our  knowledge, 
has  not  previously  been  reported  to  produce  abnormali- 
ties in  dark  adaptation,”  the  researchers  say.  A prospec- 
tive study  is  underway  to  determine  the  frequency  of 
these  effects;  the  report  cautions  against  use  of  the  drug  in 
patients  known  to  have  retinal  diseases. 


NEW  DRIVING  GUIDELINES  PROPOSED  FOR 
EPILEPTIC  PATIENTS 


Proposed  new  driving  guidelines  for  patients  subject  to 
epilepsy  and  syncope  (fainting)  appear  in  the  June 
Archives  of  Neurology.  Prepared  by  Edward  V.Spudis, 
MD,  of  the  Bowman  Gray  School  of  Medicine  in 
Winston-Salem,  N.C.,  and  colleagues,  the  guidelines  are 
based  on  the  diverse  causes  of  seizures  and  fainting,  since 
prognosis  “is  more  closely  related  to  the  etiology  than  to 
the  parts  of  the  nervous  system  participating  in  the 
seizure,”  they  say.  “When  the  most  reliable  risk  factors 
are  listed  in  tabular  form,  the  result  appears  complex,  but 
such  a guideline  should  be  fairer,  easier  to  administer, 
and  often  more  lenient  than  the  present  simplistic, 
arbitrary  codes  found  in  most  states,”  they  conclude. 

PRETEM  INFANTS  WITH  APNEA  AT  INCREASED 
RISK  FOR  MONTHS 


Preterm  infants  with  persistent  apnea  (cessation  of 
breathing),  bradycardia  (slow  heart  beats)  or  cyanosis 
may  continue  to  be  at  risk  for  subsequent  significant 
episodes  for  several  months  after  birth,  even  though  they 
have  been  symptom  free  for  more  than  one  week,  accord- 
ing to  a study  in  the  June  American  Journal  of  Diseases  of 
Children.  Carol  Lynn  Rosen,  MD,  of  Baylor  College  of 
Medicine  in  Houston,  and  colleagues,  studied  83  preterm 
infants,  and  found  that  while  92  percent  had  cardiores- 
piratory abnormalities  only  16  percent  subsequently  had 
serious  apnea  episodes  that  required  intervention. 
“While  polygraphic  studies  were  helpful  in  documenting 
specific  cardiorespiratory  abnormalities,  neither  these 
nor  the  clinical  characteristics  of  the  infants  identified 
those  experiencing  subsequent  home  monitor  alarms 
requiring  intervention,”  they  report. 
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ANTIBIOTICS  HELP  CHILDREN  RECOVER 
FROM  TONSILLECTOMY 


Although  antibiotic  therapy  is  not  routinely  prescribed 
for  children  undergoing  tonsillectomy,  a new  controlled 
study  shows  it  can  improve  postoperative  recovery, 
according  to  a report  in  the  June  Archives  of  Otolaryngology- 
Head  and  Neck  Surgery.  Steven  A.  Telian,  MD,  of 
University  of  Pennsylvania  School  of  Medicine,  Phila- 
delphia, and  colleagues  studied  tonsillectomy  recovery  of 
85  children:  45  children  received  an  intravenous  dose  of 
ampicillin  at  the  time  of  surgery  and  continued  to  receive 
oral  amoxicillin  therapy  for  one  week;  the  other  40 
children  received  a placebo.  “Our  results  indicate  that 
ampicillin  sodium/amoxicillin  trihydrate  therapy  is  well 
tolerated  and  safe  in  the  nonallergic  child  and  is  effective 
in  minimizing  fever  and  other  troublesome  postoperative 
symptoms,  such  as  pain,  lassitude,  mouth  odor, and  poor 
oral  intake  after  tonsillectomy,”  the  researchers  say. 


ADVERSE  REACTION  TO  COLLAGEN 
IMPLANTS  MAY  BE  GENETIC 


Adverse  reactions  to  bovine  collagen  implants,  used  to 
correct  dermal  contour  deformities,  may  depend  on  the 
presence  of  certain  antigens  and  cell-mediated  immune 
responses  that  are  genetically  determined,  according  to  a 
report  in  the  June  Archives  of  Dermatology.  Evelyn  E. 
Vanderveen,  MD,  of  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  and  colleagues  measured  antigen 
levels  in  25  patients  who  had  varying  immune  reactions  to 
such  implants.  “All  patients  suffering  adverse  clinical 
reactions  to  bovine  collagen  implants  were  lacking  the 
HLA-DR4  antigen,”  the  researchers  abserve.  Although 
skin  tests  are  used  to  determine  sensitivity  before  implan- 
tation, some  patients  experience  adverse  reactions  even 
after  negative  skin  tests. 


PROPOSE  NEW  METHOD  FOR  MEASURING 
HEART  DISEASE  RISK 


Reference  ranges  for  cholesterol  levels  without  an 
accompanying  designation  or  risks  associated  with 
various  ranges  may  be  misleading  and  falsely  comforting 
to  patients  and  physician,  according  to  a report  in  the 
June  Archives  of  Pathology  and  Laboratory  Medicine. 
Bruce  M.  McManus,  MD,  PhD,  of  the  University  of 
Nebraska  Medical  Center,  submitted  blood  samples  to 
108  laboratories  across  the  U.S.  “Fewer  than  one  half  of 
the  laboratories  made  any  attempt  to  specify  levels  of  risk 
associated  with  elevated  cholesterol  levels,”  he  says.  To 
provide  better  assessment  of  risk,  McManus  proposes  an 
algorithm  for  obtaining  a total  risk  score,  based  on 
cholesterol  and  eight  other  factors.  He  adds,  “We  must 


continue  to  refine  our  basic  knowledge  about  the 
mechanisms  of  impact  of  major  risk  factors  and  the  other 
potentially  important  but  less  well  understood  risk 
factors.” 


TWIN  STUDY  SUPPORTS  GENETIC 
ROLE  IN  OBESITY 


A large-scale  study  of  male  twins,  published  in  JAMA, 
provides  new  evidence  that  human  fatness  and  obesity 
may  be  largely  dictated  by  genes. 

Albert  J.  Stunkard,  MD,  of  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia,  and 
collegues  compared  height,  weight  and  body  mass  index 
of  1,974  monozygotic  (MZ)  and  2,097  dizygotic  (DZ) 
male  twin  pairs  at  age  20  and  again  at  age  45  years. 
Although  there  were  few  overweight  pairs  at  age  20,  the 
concordance  rate  for  various  levels  of  overweight  among 
MZ  twins  was  approximately  twice  that  among  DZ  twins. 
“Twenty-five  years  later,  when  the  prevalence  of  over- 
weight had  risen  by  a factor  of  five,  the  concordance  rates 
of  MZ  twins  were  still  twice  that  of  DZ  twins,”  the 
researchers  say.  “These  differences  were  statistically 
highly  significant.” 

“It  appears  that  about  80  percent  of  the  variance  in 
body  mass  index  is  accounted  for  by  genetic  factors  and 
that  the  magnitude  of  this  contribution  remains  stable 
throughout  adult  life,”  the  researchers  observe.  (Body 
mass  index  in  weight  in  kilograms  divided  by  height  in 
meters  squared.)  They  report  similar  results  for  both 
height  and  weight  individually. 

The  sample  was  drawn  from  the  Twin  Registry 
maintained  by  the  National  Academy  of  Science- 
National  Research  Council  since  1955.  It  is  the  largest 
study  of  its  kind,  the  researchers  say,  to  their  knowledge, 
and  it  confirms  findings  from  earlier  studies  of  twins  and 
other  siblings.  They  conclude:  “Twin  studies  constitute 
an  important  first  step  in  identifying  genetic  influences  in 
humans,  and  these  studies  suggest  a strong  genetic 
influence  on  human  fatness  and  obesity.” 

JAMA  July  4.  1986 


MOUNTAIN  SICKNESS  CAUSED  BY 
HIGH-PROTEIN  EDEMA 


Two  studies  in  JAMA  conclusively  demonstrate  that 
high-altitude  pulmonary  edema  is  caused  by  a transient 
leak  of  high-molecular-weight  proteins  in  the  pulmonary 
circulation.  The  observations  provide  the  most  definitive 
explanation  to  date  of  the  headaches,  insomnia, 
weakness  and  frothy  sputum  that  can  afflict  mountain 
climbers,  sometimes  with  fatal  results. 

The  phenomenon  had  been  noted  since  ancient  times, 
comments  Drummond  Rennie,  MD,  senior  contributing 
editor.  What  the  ancients  called  “the  Great  Headache 
Mountain,”  where  “men’s  bodies  become  feverish,” 
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was  in  fact  the  phenomenon  of  acute  mountain  sickness 
and  high-altitude  pulmonary  edema  (HAPE),  Rennie 
says. 

“Pulmonary  arterial  pressure  rises  on  ascent,  and  this 
rise  seems  to  be  a necessary  condition  for  the  develop- 
ment of  HAPE,”  he  says.  But  if  the  swelling  associated 
with  the  condition  resulted  simply  from  increased 
hydrostatic  pressure,  fluid  in  the  lungs  would  be  a simple 
ultrafiltrate,  he  adds.  “That  this  does  not  occur  has  now 
been  conclusively  shown  by  two  studies  reported  in  this 
issue  of  The  Journal.” 

The  first  study,  by  Robert  B.  Schoene,  MD,  of  the 
University  of  Washington  in  Seattle,  and  colleagues, 
demonstrates  that  HAPE  fluid  contains  marked  increases 
in  high-molecular-weight  proteins,  erythrocytes  and 
leukkocytes.  Also  present  were  detectable  amounts  of 
leukotriene  B4,  and  complement  fragments,  among  other 
constituents. 

Although  some  of  the  substances  are  associated  with 
inflammation,  HAPE  is  not  characterized  by  biochemical 
events  that  are  typical  of  other  forms  of  acute  lung  injury, 
the  researchers  note. 


“The  data  from  this  study  indicate  that  HAPE  involves 
a transient  Marge  pore’  leak  in  the  pulmonary  circula- 
tion,” they  say.  Their  study  on  a plateau  at  the  14,436  ft 
level  on  Mount  McKinley  involved  three  mountain 
climbers  ill  with  HAPE  who  agreed  to  submit  to  bron- 
chopulmonary lavage.  Test  results  were  compared  with 
results  of  lavage  in  three  of  the  investigators  themselves, 
done  at  the  same  altitude. 

In  a related  study  reported  in  the  Letters  section,  Peter 
H.  Hackett,  MD,  of  the  University  of  Washington  in 
Seattle,  and  colleagues  report  on  the  case  of  a healthy  45- 
year-old  male  skier  who  ascended  from  sea  level  to  1 1,000 
ft.  “Within  36  hours  he  developed  headache,  insomnia 
and  weakness.  During  the  third  night  at  this  altitude,  he 
awoke  with  dyspnea  and  cough,  which  progressed  to 
orthopnea  and  copious  pink,  frothy  sputum  produc- 
tion,” the  researchers  report. 

A direct  smear  of  the  edema  fluid  revealed  protein 
values  comparable  to  those  of  the  patient’s  blood.  “These 
results  confirm  that  high-altitude  pulmonary  edema  is  a 
high-permeability,  high-protein  edema,”  they  conclude. 

JAMA  July  4.  1986 
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Caballo  de  Fuego  (“Fire  Horse”),  acrílico  de  48”  x 72”  de  John 
Balossi.  El  autor  nació  en  Staten  Island,  Nueva  York,  en  1931 , de  padres 
italianos.  Estudió  Artes  Gráficas  y Pintura  en  la  Escuela  Profesional 
“The  School  of  Painting  and  Sculpture”,  de  la  Universidad  de 
Columbia.  En  1959  se  dedica  a la  escultura  en  metal,  principalmenteen 
aluminio,  aunque  también  desde  esa  época,  pinta,  dibuja  y graba.  En 
1960  fija  su  residencia  en  Puerto  Rico  y poco  después  es  nombrado 
Profesor  de  Arte  de  la  Universidad,  Recinto  de  Río  Piedras  donde  ha 
desempeñado  los  cargos  de  Director  de  la  Sala  de  Extensión  y Co- 
Director  del  Centro  de  Diseño. 

Ha  expuesto  en:  Geejon  Gallery,  Nueva  York  ( 1957);  Ligoa  Duncan 
Gallery,  Nueva  York  ( 1958);  Ruth  White  Gallery,  Nueva  York  ( 1960  y 
sucesivos  años);  “Ea  Casa  del  Arte”,  San  Juan  (1961);  Museo  de  la 
Universidad  de  Puerto  Rico  (1961  y en  otros  años);  Ateneo 
Puertorriqueño  ( 1962);  Galeria  Colibrí,  San  Juan;  Instituto  de  Cultura 
(1963);  J.  Walter  Thompson  Co.,  Nueva  York  (1964);  Galeria 
Sudamericana,  Nueva  York;  Galería  Santiago,  San  Juan  ( 1966  y otros 
años);  Galleria  San  Marco,  Chiavari  (1966);  Museo  de  Arte.  Ponce 
(1967);  Galería  Jacques  Henry  Perin,  París  (1967);  Festival  de  Navidad 
del  Ateneo  (1967),  Mención  de  Honor  en  Pintura,  Drew  University, 
Madison  (1968);  American  Academy  of  Arts  and  Letters,  Nueva  York 
(1968);  Instituto  de  Cultura  Puertorriqueña  (Grupo  “Borinquen  12”) 
( 1969);  y en  las  tres  Bienales  de  San  Juan  del  Grabado  Latinoamericano 
(1970  a 1974). 

Sus  obras  se  encuentran  en  las  colecciones  públicas  de:  Museo  de 
Ponce,  Museo  de  Arte  Moderno,  de  Nueva  York;  Museo  de  la 
Universidad  de  Puerto  Rico;  Biblioteca  del  Congreso,  Washington. 
Museo  de  Bellas  Artes,  San  Juan;  Drew  University,  Madison,  New 
Jersey;  Chase  Manhattan  Bank,  Hato  Rey;  Museo  Finch  College, 
Nueva  York;  Departamento  de  Instrucción  Pública  de  Puerto  Rico; 
Banco  Popular,  San  Juan;  Shelley  Enterprises,  Nueva  York;  Banco  de 
Economías,  Puerto  Rico;  United  Federal  Savings,  Mayagüez;  Ruth 
White  Gallery,  Nueva  York  y otros. 

La  Junta  Editora  de  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  autor  y a la  Sra.  María  Rechany,  de  La  Casa  Amarilla  en 
Hato  Rey  su  interés  y constante  colaboración  con  nuestra  revista. 


American  College  of  Radiology 
Puerto  Rico  Chapter 

Annual  Convention 

Caribe  Hilton  Hotel 
San  Juan,  Puerto  Rico 


PROGRAM 

Saturday  November  8,  1986 

PULMONARY  PARENCHYMA 


MODERATOR 

D.  Baker,  M.D. 

P.M. 

1:00 

Opening  Remarks 

W.  López,  M.D, 
President  AMCR-1 

1:05 

Plain  Film  Evaluation  in 
Adults-interstitial  Alveolar  Disorders 

R.  Eraser,  M.D. 

1:40 

Plain  Film  Evaluation  in  Children 

T.  Griscom,  M.D. 

2:50 

MRl  Evaluation  of  Chest 

J.  Westcott,  M.D. 

2:35 

Coffee  Break 

2:50 

C.T.  Evaluation  of  Lungs  & 

Pleura  in  Children 

T.  Griscom,  M.D. 

3:35 

New  Modalities  as  They  Relate 
to  Lung  Parenchyma  Stressing 

Digital  Radiology 

R.  Fraser,  M.D. 

PULMONARY  VASCULATURE 

4:05 

Plain  Film  Evaluation  Including 
Anatomic  Review  and  Patterns  of 
Pulmonary  Edema 

J.  Westcott,  M.D. 

4:35 

MRl  of  Heart  and  Great  Vessels 

J.  Westcott,  M.D. 

5:15 

Functional  Evaluation  of  Pulmonary 
Vasculature-Including  Radiolonuclides 
(PET  & SPECT)  MRl  and 

Digital  Angiography) 

P.  Alderson,  M.D. 

Sunday  November  9,  1986 

NEOPLASTIC  DISEASE 

MODERATOR 

T.  Griscom,  M.D. 

9:00 

Pulmonary  Embolism 

P.  Alderson,  M.D. 

9:55 

Lung  Cancer 

R.  Fraser,  M.D. 

10:25 

Evaluation  of  Chest  Neoplasm 
in  Children 

D.  Barker,  M.D. 

11:05 

Coffe  Break 

11:15 

C.T.  Evaluation  of  Lung  Nodules 

J.  Westcott,  M.D. 

11:40 

Subtle  Signs  of  Radiological 

Diagnosis 

R.  Fraser,  M.D. 

12:10 

Interventional  Procedure  in 

Tumor  Diagnosis 

J.  Westcott.  M.D. 

12:55 

Nuclear  Medicine  Role  in  Lung  CA 

P.  Alderson,  M.D. 

1:15 

Adjourn 

FACULTY 

Joseph  Marasco,  Jr. 

President 

American  College  of  Radiology 
Pittsburgh,  Pennsylvania 

Dr.  David  Baker 

Chairman  Department  of  Radiology 
Columbia  Presbyterian  Medical  Center 
New  York,  New  York 

Dr.  Philip  Alderson 
Chief  Nuclear  Medicine 
Columbia  Presbyterian  Medical  Center 
New  York,  New  York 


Dr.  Robert  Fraser 
Professor  of  Radiology 
Alabama  Medical  Center 
Birmingham,  Alabama 

Dr.  Thorne  Griscom 
Professor  of  Radiology 
Children's  Hospital 
Boston.  Massachussets 

Dr.  Jack  Westcott 
Professor  of  Radiology 
Yale  University  Medical  Center 
New  Haven,  Connecticut 
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MEXITIL 

mexiletine  HCl 

a 

Long-term  arrhythmia  therapy 


First'line  care  for  symptomatic  V Tach, 
couplets,  and  frequent  PVCs 

Most  common  MEXITIL  side  effects 
are  reversible  GI  and  CNS  reactions^  ^ 

Like  other  antiarrhythmics,  mexiletine  has  not  been  shown  to 
prevent  sudden  death  in  patients  with  serious  ventricular 
ectopic  activity.  And,  like  other  antiarrhythmics,  mexiletine 
has  potentially  serious  effects,  including  the  ability  to  worsen 
arrhythmias.  Clinical  and  electrocardiographic  evaluation  are 
needed  to  guide  therapy.  See  following  page  for  a brief  sum- 
mary of  prescribing  information,  including  contraindications, 
precautions,  and  adverse  reactions. 


Efficacy  comparable  to  traditional 
agents  3 8 

No  significant  negative  inotropic 
effect  6.9 

Inherently  long-acting,  offering 
convenient  q8h  dosing 

MEXITIL®  (mexiletine  HCI)  must  be 
individualized  for  each  patient  on  the 
basis  of  response  and  tolerance. 


REFERENCES:  1.  Saksena  S,  Craelius  W The  electropharmacology  and  therapeutic  role  of 
mexiletine  Clin  Prog  in  Pacing  and  Eleclrophyslol^983,^{No  2)  122-141  2.  DiMarco  JR  Garan 
H,  Ruskin  JN  Mexileline  for  refractory-ventricular  arrhythmias  Results  using  serial  electrophysio- 
logic  testing  Am  J Cardiol  1981 . 47  131-138  3.  Singh  JB,  Rasul  AM,  Shah  A,  et  al.  Efficacy  of 
mexiletine  in  chronic  ventricular  arrhythmias  compared  with  quinidine  A single-blind,  random- 
ized trial  Am  J Cardro/ 1984.  53  84-87  4.  Fenster  PE,  Hanson  CD  Mexiletine  and  quinidine  in 
ventricular  ectopy  Clin  Pharmacol  Ther  1983,  34  136-142  5.  Data  on  file,  Boehringer  Ingelheim 
Pharmaceulicals.  Inc  (Mexitil  v quinidine  clinical  trial)  6.  Trimarco  B.  Ricciardelli  B,  De  Luca  N.  et 
al  Disopyramide,  mexiletine  and  procainamide  in  the  long-term  oral  treatment  of  ventricular 
arrhythmias  Antiarrhythmic  efficacy  and  hemodynamic  effects  CurrTherRes  1983, 33  472-487 

7.  Data  on  file,  Boehringer  Ingelheihn  Pharmaceuticals,  Inc  (Mexitil  v disopyramide  clinical  trial) 

8.  Data  on  file,  Boehringer  Ingelheim  Pharmaceuticals.  Inc  (Mexitil  v procainamide  clinical  trial) 

9.  Shanks  RG  Hemodynamic  effects  of  mexiletine  Am  Heart  J I98A.  107  1065-1071 


Mexitil» 

(mexiletine  hydrochloride) 

Oral  Antiarrhythmic  Capsules  of  1 50  mg . 200  mg  and  250  mg 

Brief  Summary  of  Prescribing  Information 

CONTRAINDICATIONS:  Mexitil®  (mexiletine  hydrochloride)  is  contraindicated  in  the  presence  of 
cardiogenic  shock  or  pre-existing  second-  or  third-degree  AV  block  (if  no  pacemaker  is  present) 
PRECAUTIONS:  General:  If  a ventricular  pacemaker  is  operative,  patients  with  second  or  third 
degree  head  block  may  be  treated  with  Mexitil®  (mexiletine  hydrochloride)  if  continuously  moni- 
tored A limited  number  of  patients  (45  of  475  in  controlled  clinical  trials)  with  pre-existing  first 
degree  AV  block  were  treated  with  Mexitil.  none  of  these  patients  developed  second  or  third 
degree  AV  block  Caution  should  be  exercised  when  it  is  used  in  such  patients  or  in  patients  with 
pre-existing  sinus  node  dysfunction  or  intraventricular  conduction  abnormalities 
Like  other  antiarrhythmics  Mexitil  can  cause  worsening  of  arrhythmias  This  has  been  uncommon 
in  patients  with  less  serious  arrhi^hmias  (frequent  premature  beats  or  non-sustained  ventricular 
tachycardia:  see  ADVERSE  REACTIONS),  but  is  of  greater  concern  in  patients  with  life-threatening 
arrh'Ahmias  such  as  sustained  ventricular  tachycardia  In  patients  with  such  arrhythmias  sub- 
jected to  programmed  electrical  stimulation  or  to  exercise  provocation,  10-15%  of  patients  had 
exacerbation  of  the  arrhythmia,  a rate  not  greater  than  that  of  other  agents 
Mexitil  should  be  used  with  caution  in  patients  with  hypotension  and  severe  congestive  heart 
failure 

Since  Mexifil  is  metabolized  in  the  liver,  and  hepatic  impairment  has  been  reported  to  prolong  the 
elimination  half-life  of  Mexifil.  patienfs  with  liver  disease  should  be  followed  carefully  while  receiv- 
ing Mexitil  The  same  caution  should  be  observed  in  patients  with  hepatic  dysfunction  secondary 
to  congestive  heart  failure 

Concurrent  drug  therapy  or  dietary  regimens  which  may  markedly  alter  urinary  pH  should  be 
avoided  during  Mexitil  therapy  The  minor  fluctuations  in  urinary  pH  associated  with  normal  diet 
do  not  affect  the  excretion  of  Mexitil 

SGOT  Elevation  and  Liver  Injury;  In  three-month  controlled  trials,  elevations  of  SGOT  greater 
than  three  times  the  upper  limit  of  normal  occurred  in  about  1%  of  both  mexiletine-treated  and 
control  patients  Approximately  2%  of  patients  in  the  mexiletine  compassionate  use  program  had 
elevations  of  SGOT  greater  than  or  equal  to  three  times  the  upper  limit  of  normal  These  elevafions 
frequently  occurred  in  association  with  identifiable  clinical  events  and  therapeutic  measures  such 
as  congestive  heart  failure,  acute  myocardial  infarction,  blood  transfusions  and  ofher  medicafions 
These  elevations  were  often  asymptomatic  and  transient,  usually  not  associated  with  elevated 
bilirubin  levels  and  usually  did  not  require  discontinuation  of  therapy  Marked  elevations  of  SGOT 
(>1000  U/L)  were  seen  before  death  in  tour  patients  with  end-stage  cardiac  disease  (severe 
congestive  heart  failure,  cardiogenic  shock) 

In  foreign  marketing  experience  rare  instances  of  severe  liver  injury.  including  hepatic  necrosis, 
have  been  reported  in  association  with  Mexitil  treatment  It  is  recommended  that  patients  in  whom 
an  abnormal  liver  test  has  occurred,  or  who  have  signs  or  symptoms  suggesting  liver  dysfunction, 
be  carefully  evaluated  If  persistent  or  worsening  elevation  of  hepatic  enzymes  is  detected, 
consideration  should  be  given  to  discontinuing  therapy 

Blood  Dyscrasias:  Blood  dyscrasias  were  not  seen  in  the  controlled  trials  Among  10.867 
patients  treated  with  mexjletine  in  the  compassionate  use  program,  marked  leukopenia  (neutro- 
phils less  than  1000/mm^)  or  agranulocytosis  were  seen  in  0 06%.  and  milder  depressions  of 
leukocytes  were  seen  in  0 08%.  and  thrombocytopenia  was  observed  in  0 16%  Many  of  these 
patients  were  seriously  III  and  receiving  concomitant  medications  with  known  hematologic  adverse 
effects  Rechallenge  with  mexiletine  in  several  cases  was  negative  Marked  leukopenia  or  agran- 
ulocytosis did  not  occur  in  any  patient  receiving  Mexitil  alone,  five  of  the  six  cases  of  agranulocyto- 
sis were  associated  with  procainamide  (sustained  release  preparations  in  four)  and  one  with 
vinblastine  If  significant  hematologic  changes  are  observed,  the  patient  should  be  carefully 
evaluated,  and.  if  warranted.  Mexitil  should  be  discontinued  Blood  counts  usually  return  to 
normal  within  one  month  of  discontinuation  (See  ADVERSE  REACTIONS  ) 

Convulsions  (seizures)  did  not  occur  in  Mexitil  controlled  clinical  trials  In  the  compassionate  use 
program,  convulsions  were  reported  in  about  2 of  1000  patients  Twenty-eight  percent  of  these 
patients  discontinued  therapy  Convulsions  were  reported  in  patients  with  and  without  a prior 
history  of  seizures  Mexiletine  should  be  used  with  caution  in  patients  with  known  seizure  disorder 
Drug  Interactions:  In  a large  compassionate  use  program  Mexitil  has  been  used  concurrently 
with  commonly  employed  antianginal.  antihypertensive,  and  anticoagulant  drugs  without  observed 
interactions  A variety  of  antiarrhythmics  such  as  quinidine  or  propranolol  were  also  added, 
sometimes  with  improved  control  of  ventricular  ectopy  When  phenytoin  or  other  hepatic  enzyme 
inducers  such  as  rifampin  and  phenobarbital  have  been  taken  concurrently  with  Mexitil,  lowered 
Mexitil  plasma  levels  have  been  reported  Monitoring  of  Mexitil  plasma  levels  is  recommended 
during  such  concurrent  use  to  avoid  ineffective  therapy 

In  a formal  study,  benzodiazepines  were  shown  not  to  affect  Mexitil  plasma  concentrations  EGG 
intervals  (PR,  QRS  and  QT)  were  not  affected  by  concurrent  Mexitil  and  digoxin,  diuretics,  or 
propranolol  Cimetidine  has  been  shown  to  raise  Mexitil  plasma  levels  During  concurrent  therapy, 
the  patient  should  be  monitored  carefully  for  adverse  effects 

Mexitil  does  not  alter  serum  digoxin  levels,  but  magnesium-aluminum  hydroxide,  when  used  to 
treat  gastrointestinal  symptoms  due  to  Mexitil.  has  been  reported  to  lower  serum  digoxin  levels 

Carcinogenesis,  Mutagenesis  and  Impairment  of  Fertility;  Studies  of  carcinogenesis  in  rafs 
(24  months)  and  mice  08  months)  did  not  demonstrate  any  tumorigenic  potential  Mexitil  was 
found  to  be  non-mutagenic  in  the  Ames  test  Mexitil  did  not  impair  fertility  in  the  rat 

Pregnancy/Teratogenic  Effects 

Pregnancy  Category  C:  Reproduction  studies  performed  with  Mexitil  in  rats,  mice  and  rabbits  at 
doses  up  to  four  times  the  maximum  human  oral  dose  (20  mg/kg  in  a 50  kg  patient)  revealed  no 
evidence  of  teratogenicity  or  impaired  fertility  but  did  show  an  increase  in  fetal  resorption  There 
are  no  adequate  and  well-controlled  studies  in  pregnant  women,  this  drug  should  be  used  in 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  Mexitil  appears  in  human  milk  in  concentrations  similar  to  those  observed  in 
plasma  Therefore,  if  the  use  of  Mexitil  is  deemed  essential,  an  alternative  method  of  infanf 
feeding  should  be  considered 

Pediatric  Use:  Safely  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  Mexitil®  (mexiletine  hydrochloride)  commonly  produces  reversible  gas- 
trointestinal and  nervous  system  adverse  reactions  but  is  othenrvise  well  tolerated  Mexitil  has 
been  evaluated  in  483  patients  in  one-month  and  three-month  controlled  studies  and  in  over 
1 0.000  patients  in  a large  compassionate  use  program  Dosages  in  the  controlled  studies  ranged 
from  600-1200  mg/day.  some  patienfs  (8%)  in  the  compassionate  use  program  were  treated  with 
higher  daily  doses  ( 1 600-3200  mg/day)  In  the  three-month  controlled  trials  comparing  Mexitil  to 
quinidine.  procainamide  and  disopyramide.  the  most  frequent  adverse  reactions  were  upper 
gastrointestinal  distress  (41%).  Iightheadedness  (10  5%).  tremor  (12  6%)  and  coordination  diffi- 
culties (10  2%)  Similar  frequency  and  incidence  were  observed  in  the  one-month  placebo- 
controlled  trial  Although  these  reactions  were  generally  not  serious,  and  were  dose-related  and 
reversible  with  a reduction  in  dosage,  by  taking  the  drug  with  food  or  antacid  or  by  therapy 
discontinuation,  they  led  to  therapy  discontinuation  in  40%  of  patients  in  the  controlled  trials  A 
tabulation  of  fhe  adverse  evenfs  reported  in  fhe  one-month  placebo-controlled  trial  follows 


Comparative  incidence  (%)  of  Adverse  Events  among  Patients  Treated  with  Mexiietine  and 
Piacebo  in  the  4-Week,  Doubie-Biind  Crossover  Triai 


Mexiletine 

Placebo 

N = 53 

N = 49 

Cardiovascular 

Palpitations 

75 

102 

Chest  Pam 

75 

4 1 

Increased  Ventricular  Arrhythmia/PVC's 

1 9 

Digestive 

NauseaA/omitinq/Heartburn 

39  6 

61 

Central  Nervous  System 

Dizziness/Lightheadedness 

26  4 

143 

Tremor 

132 

_ 

Nervousness 

11  3 

6,1 

Coordination  Difficulties 

94 

_ 

Changes  in  Sleep  Habits 

75 

16,3 

Paresthesias/Numbness 

38 

20 

Weakness 

1 9 

4 1 

Fatigue 

1 9 

20 

Tinnitus 

1 9 

4 1 

Confusion/Clouded  Sensonum 

1 9 

2,0 

Other 

Headache 

75 

6 1 

Blurred  Vision/Visual  Disturbances 

75 

20 

Dyspnea/Respiratory 

57 

10,2 

Rash 

38 

20 

Non-specific  Edema 

38 

- 

A tabulation  of  adverse  reactions  occurring  in  one  percent  or  more  of  patients  in  the  three-month 
controlled  studies  follows 


Comparative  Incidence  (%)  of  Adverse  Events  among  Patients  Treated  with  Mexiletine  or 
Control  Drugs  in  the  12-Week,  Double-Blind  Trials 


Cardiovascular 

Palpitations  4 3 

Chest  Pam  2 6 

Angina/Angina-like  Pam  1 7 

Increased  Ventricular 

Arrhythmias/PVC's  1 0 

Digestive 

NauseaA/omiting/Heartburn  39  3 

Diarrhea  5 2 

Constipation  4 0 

Changes  m Appetite  2 6 

Abdominal  Pam/Cramps/ 

Discomfort  1 2 

Central  Nervous  System 
Dizziness/ 

Lighfheadedness  18  9 

Tremor  1 3 2 

Coordination  Difficulties  9 7 

Changes  in  Sleep  Habits  7 1 

Weakness  5 0 

Nervousness  5 0 

Fatigue  3 8 

Speech  Difficulties  2 6 

Confusion/Clouded  Sensonum  2 6 

Paresthesias/Numbness  2 4 

Tinnitus  2 4 

Depression  2 4 

Other 

Blurred  Vision/Visual 

Disturbances  5 7 

Headache  5 7 

Rash  4 2 

Dyspnea/Respiratory  3 3 

Dry  Mouth  2 8 

Arthralgia  1 7 

Fever  1 2 


Quinidine 

Procainamide  Disopyramide 

N = 262 

N = 78 

N = 69 

46 

1 3 

58 

34 

1 3 

29 

1 9 

26 

29 

2 7 

26 

- 

21  4 

33  3 

145 

33  2 

26 

87 

- 

64 

11  6 

1 9 

- 

- 

1 5 

- 

1 4 

14  1 

14  1 

29 

23 

38 

14 

1 1 

1 3 

- 

27 

115 

87 

53 

77 

29 

1 9 

64 

58 

57 

5 1 

1 4 

04 

- 

— 

- 

38 

- 

23 

26 

— 

1 5 

_ 

— 

1 1 

1 3 

1 4 

3 1 

5 1 

72 

69 

7 7 

43 

38 

103 

1 4 

3 1 

5 1 

29 

1 9 

5 1 

145 

23 

5 1 

1 4 

3 1 

26 

- 

Mexiletine 
N = 430 


Less  than  1%  Syncope,  edema,  hot  flashes,  hypertension,  short-term  memory  loss,  loss  of 
consciousness,  other  psychological  changes,  diaphoresis,  urinary  hesitancy/retention,  malaise, 
impotence/decreased  libido,  pharyngitis 

An  additional  group  of  over  1 0.000  patients  has  been  treated  in  a program  allowing  administration 
of  Mexitil  under  compassionate  use  circumstances  These  patients  were  seriously  ill  with  the 
large  majority  on  multiple  drug  therapy  Twenty-four  percent  of  the  patients  continüed  in  the 
program  for  one  year  or  longer  Adverse  reactions  leading  to  therapy  discontinuation  occurred  in 
1 5%  of  patients  (usually  upper  gastrointestinal  system  or  nervous  system  effects).  In  general,  the 
more  common  adverse  reactions  were  similar  to  those  in  the  controlled  trials  Less  common 
adverse  events  possibly  related  to  Mexitil  use  include 

Cardiovascular  System  Syncope  and  hypotension,  each  about  6 in  1000,  bradycardia, 
about  4 m 1000,  angma/angma-like  pain,  about  3 in  1000,  edema,  atrioventricular  block/ 
conduction  disturbances  and  hot  flashes,  each  about  2 in  1 000,  atrial  arrhythmias,  hyperten- 
sion and  cardiogenic  shock,  each  about  1 in  1000 

Central  Nervous  System  Short-term  memory  loss,  about  9 in  1000  palients.  hallucinations 
and  other  psychological  changes,  each  about  3 in  1 000.  psychosis  and  convulsions/seizures. 
each  about  2 in  1000.  loss  of  consciousness,  about  6 in  10.000 

Digestive  Dysphagia,  about  2 in  1 000.  peptic  ulcer,  about  8 in  1 0.000.  upper  gastrointestinal 
bleeding,  about  7 in  10,000.  esophageal  ulceration,  about  1 in  10,000 
Laboratory  Abnormal  liver  function  tests,  about  5 in  1000  patients,  positive  ANA  and  throm- 
bocytopenia, each  about  2 in  1 000.  leukopenia  (including  neutropenia  and  agranulocytosis), 
about  1 in  1000.  myelofibrosis,  about  2 in  10.000  patients 

Other  Diaphoresis,  about  6 in  1000,  altered  taste,  about  5 in  1000,  salivary  changes,  hair 
loss  and  impolence/decreased  libido,  each  about  4 in  1000.  malaise,  about  3 in  1000. 
urinary  hesitancy/retention,  each  about  2 in  1000.  hiccups,  dry  skin,  laryngeal  and  pharyn- 
geal changes  and  changes  in  oral  mucous  membranes,  each  about  1 in  1000.  SLE  syn- 
drome, about  4 in  10.000 

Hematology:  Blood  dyscrasias  were  not  seen  in  the  controlled  trials  but  did  occur  among  the 
1 0,867  patients  treated  with  mexiletine  in  the  compassionate  use  program  (See  PRECAUTIONS) 
Myelofibrosis  was  reported  in  two  patients  in  the  compassionate  use  program  one  was  receiving 
long-term  Ihiolepa  therapy  and  the  other  had  pretreatment  myeloid  abnormalities 
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ESTUDIOS  CLINICOS 


The  Maximal  Aerobic  Capacity  of 
Adult  Puerto  Ricans 


Abstract:  The  purpose  of  this  investigation  was  to 

determine  the  maximal  cardiorespiratory  characteristics  of 
normal  and  healthy  adult  Puerto  Ricans  and  to  develop 
sex/age  group  specific  norms  for  the  classification  of  the 
cardiorespiratory  fitness  (VOjmax).  Three  hundred  eighty 
six  subjects  (268  males  and  118  females),  20  to  69  years  old, 
underwent  a medical  examination  and  physiological 
evaluation  that  included  a Bruce  treadmill  test  for  the 
determination  of  the  VOjmax  (mi  kg"'  min"‘),  maximal 
heart  rate  (HRmax)  (beats/min),  and  maximal  pulmonary 
ventilation  (Vemax)  (L-min‘‘).  The  following  anthropo- 
metrical  characteristics  were  assessed:  age  (years), 
height  (cm),  weight  (kg),  body  density  (g/cc)  and  %body 
fat.  The  results  revealed  that  the  women  were  shorter, 
lighter,  and  had  a greater  relative  body  fat.  The  HRmax  for 
the  men  and  the  women  were  similar  and  near  the  age 
predicted  maximum  (220-age).  VOjmax  and  Vemax  were 
higher  in  the  males.  The  results  obtained  for  the  anthropo- 
metric and  physiological  measures  compared  favorably 
with  results  reported  for  other  populations  of  similar  age. 

The  growing  number  of  participants  in  cardiorespira- 
tory endurance  events  and/or  the  so  called  “Health 
Spa’s”  in  Puerto  Rico  reflects  the  interest  in  exercise  as 
prophylaxis  for  the  prevention  of  cardiovascular  disease 
and  for  the  improvement  of  work  capacity  in  sports 
performance.  Although  much  information  has  been 
gathered  describing  the  maximal  cardiorespiratory  pro- 
files of  various  populations*»  ^ there  is  a lack  of  similar 
information  on  the  adult  Puerto  Rican. 

The  maximal  oxygen  consumption  (V02max)  is  the 
greatest  rate  at  which  oxygen  can  be  consumed  during  an 
exercise  bout.^  The  VOjmax  is  limited  by  oxygen  transport 
from  the  lungs  to  contracting  muscles  and  the  respiratory 
capacity  of  the  contracting  muscles.  The  product  of 
cardiac  output  and  arterial-mixed  venous  oxygen  dif- 
ference is  exactly  equal  to  oxygen  consumption  (VO2).* 
The  V02max  is  directly  related  to  body  weight  and  it  is 
common  to  express  it  in  ml  kg’*  -min'*.  The  assessment 
of  V02maxcan  provide  valuable  information  on  the  status 
of  the  maximal  work  capacity  and  has  become  an 
important  diagnostic  procedure  for  the  evaluation  of 
health  status  and  various  types  of  cardiac  disease.^»  * 


*Insiiiuto  de  Ciencias  Deportivas,  Box  23086  University  Station.  San 
Juan  Puerto  Rico  00913-3086 


Miguel  Angel  Rivera,  Ph.D.* 

Indeed,  V02max  is  considered  an  international  reference 
standard  for  physical  fitness.’ 

This  study  was  part  of  a larger  investigation  on  the 
kinanthropometry  and  maximal  physiological  response 
of  the  adult  Puerto  Rican.  The  purpose  of  this  develop- 
mental investigation  was  to  determine  the  maximal 
cardiorespiratory  characteristics  of  normal  adult  Puerto 
Ricans.  In  addition,  within  the  limitations  of  the 
cohort,  it  was  also  considered  valuable  to  compute 
sex/age  group  specific  norms  for  the  classification  of  the 
cardiorespiratory  fitness  (V02max). 

Methods 

Three  hundred  and  eighty  six  subjects,  268  males  and 
118  females,  aged  20  to  69  years,  were  studied  during  a 
period  of  two  years  after  obtaining  informed  consent. 
The  subjects  were  a mix  of  blue  and  white  collar  workers, 
although  72%  (215  males  and  63  females)  occupied  pro- 
fessional or  managerial  positions.  Their  leisure  time 
physical  activity  involvement  ranged  from  sedentary  to 
strenuous  activity  (more  than  60  METS  per  week).*®  All 
the  subjects  were  evaluated  with  a general  medical 
history,  physical  examination,  urine  analysis,  complete 
blood  cell  count,  blood  chemistry  test,  body  composi- 
tion, and  maximal  treadmill-graded  exercise  test  (GXT). 
Each  subject  was  diagnosed  free  of  medical  conditions 
and  none  took  medications.  For  the  purpose  of  this 
portion  of  the  investigation,  only  anthropometric  and 
V02niax  data  will  be  discussed. 

Data  Collection  Procedures 

Body  composition.  Body  composition  was  assessed 
using  skinfolds.  The  skinfold  measurements  were  taken 
on  the  right  side  of  the  body  using  a Lange  skinfold 
caliper.  The  procedures  outlined  by  Behnke  and 
Wilmore"  were  followed  for  the  sites  selected.  For  each 
subject,  three  independent  determinations  of  the  skinfold 
measures  were  taken  and  the  average  was  used  as  the 
representative  value.  Body  density  was  estimated  from 
the  equation  of  Pascale  et  al'^  and  Sloan  et  al*^  for  the 
males  and  females,  respectively.  Percent  fat  was 
estimated  from  body  density  by  the  equation  of  Brozek 
et  al.*'* 

Cardiovascular  function.  Resting  heart  rate  (HR)  from 
the  EKG  and  blood  pressure  were  determined  at  rest  in 
the  supine  and  standing  positions.  The  blood  pressure 
was  measured  using  a mercury  sphygmomanometer  and 
a stethoscope. 
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Maximal  aerobic  capacity.  The  Bruce  treadmill  test 
(GXT)‘^  was  used  to  elicit  VOjmax  and  other  measures  of 
cardiorespiratory  capacity.  During  the  GXT,  each 
subject’s  cardiac  response  was  continuously  monitored 
by  a 12  lead  EKG.  Heart  rate  was  recorded  and  blood 
pressure  monitored  during  the  last  15  seconds  of  each 
minute  of  the  exercise  test  and  through  the  six  minute  of 
recovery.  Ratings  of  perceived  exertion  were  measured 
using  the  15-point  Borg  category  scale.'®  The  ratings  were 
measured  during  the  last  15  seconds  of  each  exercise 
minute.  Metabolic  and  respiratory  data  were  collected  by 
open-circuit  spirometry  using  a Jaeger  computerized 
metabolic  measurement  system.  The  system  includes  a 
volume  measuring  pneumotachometer,  an  oxygen  (Oj) 
analyzer,  and  carbon  dioxide  (COj)  analyzer.  Collections 
of  expired  ai  r were  made  using  a face  mask  or  a headpiece 
containing  a breathing  valve  system  of  low  resistance. 
Immediately  prior  to  each  treadmill  test,  the  Oj  and  COj 
analyzers  were  calibrated  with  gases  of  known  and  cer- 
tified concentration,  and  the  pneumotachometer  was 
calibrated  with  a one  liter  syringe.  The  criteria  for  VOjmax 
included;  maximal  HR  ± 10  beats  of  the  age  predicted 


maximal  HR;  respiratory  exchange  ratio  greater  than  1.0; 
and  a leveling  off  in  VOjmax  ± 2ml*  kg  ''  min  with 
increasing  work  load.  Vigorous  verbal  motivation  to 
perform  maximally  was  given  to  all  subjects. 

Statistical  analysis.  Data  analyses  were  conducted  to 
provide  the  mean  ± sd  of  the  physical  and  cardiorespi- 
ratory variables  of  sex/age  groups.  Sex/age  group 
specific  percentile  norms  were  computed  for  the  V02max 
data. 

Results 

A summary  of  the  anthropometric  characteristics  of 
the  male  and  female  subjects  is  presented  in  Table  I.  The 
mean  weight  and  %body  fat  for  the  male  subjects 
increased  from  79.64  kg.  and  19.35  %fat  in  the  youngest 
age  group  to  82.84  kg  and  24.94%  fat  in  the  oldest  age 
group.  The  female  subjects  values  for  weight  and  %body 
fat  ranged  from  62.45  kg  and  27.80  %fat  in  the  younger 
group  to  67.82  kg  and  36.69  %fat  for  the  oldest  age  group. 
As  expected,  the  results  reflect  typically  observed  sex 
differences.  The  women  were  shorter,  lighter,  and  had  a 
greater  relative  body  fat. 

TABLE  I 


Physical  characteristics  of  the  male  and  female  subjects  grouped  according  to  age. 


Sex 

Age 

Group 

Height 

Weight 

(kg) 

Body  Fat 
(%) 

tcmj 

Male 

N=98 

20-29 

181.53  ± 

10.78 

79.64  ± 

10.78 

19.35  ± 9.23 

N=63 

30-39 

178.05  ± 

03.32 

83.82  ± 

09.94 

24.23  ± 6.31 

N=49 

40-49 

174.26  ± 

05.51 

85.91  ± 

06.25 

26.88  ± 4.36 

N=42 

50-59 

173.43  ± 

04.12 

85.33  ± 

10.89 

27.96  ± 7.99 

N=16 

60  > 

173.55  ± 

04.02 

82.84  ± 

09.43 

24.94  ± 4.62 

Female 

N=35 

20-29 

164.60  ± 

05.81 

62.45  ± 

08.59 

27.80  ± 6.33 

N=28 

30-39 

164.22  ± 

04.44 

64.99  ± 

06.73 

34.03  ± 4.79 

N=32 

40-49 

162.71  ± 

05.38 

67.53  ± 

04.82 

37.53  ± 4.22 

N=23 

50  > 

161.22  ± 

09.66 

67.82  ± 

10.33 

36.69  ± 8.59 

TABLE  11 


I 

Physiological  Responses  to  Maximal  Exercise 


Sex 

Age 

Group 

HRmax 

(beats.min'') 

Vemax  BTPS 
(L  min  ■') 

V0,max  STPD 
(ml. kg  *‘.min  "') 

Male 

N=98 

20-29 

188  ± 

4 

136  ± 16 

49.22  ± 9.5 

N=63 

30-39 

178  ± 

7 

118  ± 20 

43.16  ± 3.3 

N=49 

40^9 

171  ± 

6 

94  ± 14 

/ 

39.71  ± 6.1 

N=42 

50-59 

154  ± 

4 

87  ± 11 

34.50  ± 2.7 

N=16 

60  > 

159  ± 

3 

81  ± 07 

31.12  ± 4.1 

Female 

N=35 

20-29 

183  ± 

6 

78  ± 12 

37.66  ± 6.2 

N=28 

30-39 

177  ± 

9 

73  ± 15 

33.52  ± 5.7 

N=32 

40^9 

169  ± 

3 

68  ± 10 

32.11  ± 1.8 

N=23 

50  > 

161  ± 

2 

58  ± 08 

29.37  ± 4.3 

BTPS  = body  temperature  and  ambient  barometric  pressure,  saturated  with  water  vapor. 
STPD  = standard  conditions,  for  temperature,  barometric  pressure,  dry. 
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TABLE  III 


Cardiorespiratory  Fitness  (V02niax)  Classifications  for  Adult  Puerto  Rican  Males  and  Females 


Sex 

Age 

Group 

Low 

Below 

Average 

Average 

Above 

Average 

High 

Male 

N=98 

20-29 

<35 

36-41 

42-29 

50-55 

56  1- 

N=63 

30-39 

<31 

32-38 

39-43 

44-49 

50  + 

N=49 

40-49 

<25 

26-32 

33-40 

41-46 

47  + 

N=42 

50-59 

<20 

21-26 

27-34 

35-40 

41  + 

N=16 

60  > 

< 17 

18-24 

25-31 

32-38 

39  + 

Female 

N=35 

20-29 

< 25 

26-30 

31-37 

38-43 

44  + 

N=28 

30-39 

< 22 

23-28 

29-33 

34-41 

42  + 

N=32 

40^9 

< 19 

20-25 

26-32 

33-38 

39  + 

N=23 

50  > 

< 16 

17-21 

22-29 

30-36 

37  + 

« milliliters  of  oxygen  per  kilogram  of  body  weight  per  minute 


The  maximal  cardiorespiratory  characteristics  are 
presented  in  Table  II.  Maximal  heart  rate  for  each 
sex/age  group  were  near  the  age-predicted  maximum 
(220-age).  The  mean  VOjmax  and  Vemax  values  for  the 
male  subjects  decreased  from  49.22  ml -kg"'  min*'  and 
136  L-min"'  in  the  20  - 29  age  group  to  31.12  ml -kg'* 
min'*  and  81.07  L-min*‘  in  the  60  > group,  respec- 
tively. The  female  subjects  showed  a similar  decrease. 
Table  III  present  the  sex/age  group  specific  classification 
for  the  V02max  data. 

Discussion 

Medico/clinically  the  adult  Puerto  Rican  have  been 
extensively  studied,  however,  this  was  the  first  investi- 
gation that  directly  determined  the  VOjmax  on  a sample  of 
the  Puerto  Rican  population.  The  observed  gains  in  body 
weight,  body  fat,  and  the  decrement  in  VOjmax,  HRmax, 
and  Vemax  as  a function  of  age,  are  gross  changes  in  form 
and  function  that  are  traditionally  associated  with  the 
aging  process.  *^  **’  *’ 

This  study  male  population  norms  for  the  classifica- 
tion of  VOjtnax  compared  favorably  with  the  norms  of 
Astrand^**  and  those  surveyed  by  the  American  Heart 
Association,  (AHA).^‘  However,  this  same  comparison 
for  the  female  norms  indicates  that  our  group  demons- 
trated lower  values  than  both  the  Scandinavian  group  of 
Astrand  and  the  American  standard  set  by  the  American 
Heart  Association.  In  the  present  study,  the  females 
could  have  been  heavier  than  subjects  in  other  studies, 
thus  reducing  their  V02inax  when  expressed  per  unit  of 
body  weight. 

In  summary,  within  the  limitations  of  this  study,  we 
have  established  norms  for  the  classification  of  cardio- 
respiratory fitness  for  adult  Puerto  Ricans.  The  results 
may  assist  coaches,  athletes,  health  related  professionals 
and  physicians  in  establishing  training  programs  for 


cardiorespiratory  conditioning  and  in  the  evaluation  and 
classification  of  patients/subjects  attending  unsupervised 
and  supervised  exercise  programs.  Furthermore,  we 
consider  that  these  results  might  provide  data  that  could 
be  useful  for  further  research. 


Resumen;  El  propósito  de  este  estudio  fue  determinar 
la  respuesta  máxima  cardiorespiratoria  de  adultos  saluda- 
bles Puertorriqueños  y desarrollar  normas  específicas  a la 
edad/sexo  para  la  clasificación  de  la  aptitud  cardiorespira- 
toria (V02max).  Trescientos  ochenta  y seis  sujetos  (268 
hombres  y 118  mujeres),  de  20  a 69  años,  fueron  evaluados 
mediante  un  examen  médico  rutinario  y una  evaluación 
fisiológica  que  incluyó  la  prueba  ergométríca  de  Bruce  para 
la  determinación  del  V02max  (ml*kg  '*  min  *'),  maxima 
frecuencia  cardíaca  (FCmax)  (latidos/min),  y la  máxima 
I ventilación  pulmonar  (Vemax)  (L*min  '*).  Las  variables 
antropométricas  evaluadas  fueron:  edad  (años),  peso  (kg), 
estatura  (cm),  densidad  corporal  (gm/cc),  y % de  grasa. 
Las  mujeres  demostraron  una  menor  estatura  y peso,  con 
un  mayor  porciento  de  grasa.  La  FCmax  fue  similar  y 
aproximo  al  máximo  de  predicción  (220-  edad)  en  ambos 
grupos.  Los  hombres  obtuvieron  un  mayor  valor  para 
V02inax  y Vemax.  Los  resultados  obtenidos  para  las 
variables  antropométricas  y fisiológicas  comparan  favo- 
rablemente con  otras  poblaciones  de  edad  similar. 
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Le  ofrece  por  un  precio  módico,  un  servicio  de 
información  computarizado,  sobre  las  mas 
recientes  publicaciones  médicas  y sus 
especialidades. 

Tenemos  600  bancos  informativos  electrónicos 
para  este  servicio. 

Puede  llamar  a nuestros  teléfonos: 
766-2660  y 754-1518 


Trasplante  de  Organos:  Una  Realidad  Clínica 

Octavo  Curso  de  Inmunología. 

Un  Foro  Multidisciplinario  a Presentarse 
Durante  las  Actividades  de  la  84ta  Convención 
de  la 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkabfe 
from  some  of  their 


hypertensive  patients... 


SILENCE 


from  the  ones  on  once-daify 

INDERAL  LA 


(PROPRANOIDLHCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  IJ\  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you've  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6-| 


5- 


4- 


Impotence  Weakness 
Men  (n  = 66) 


g INDERAL  LA— 160  mg 
{ I Atenolol — 100  mg 
I 1 Metoprolol — 200  mg 
I I Placebo 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


or 


INDERIDE  LA 

(PROPRANOLOL  HO  [INDERAL  LA]/  cAreutls"^® 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LjA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  tor  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one. 


LONG  ACTING  CAPSULES 


InderalLA 

(pftfíwxawl 


80  mg  120  mg  160  mg 


Q|^Qg_pyi^j|^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL«  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL*  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  tunction  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  ot 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  caretully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 

[■000p{Qfg 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  ot  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY.  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  F’ropranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
ot  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocuranne 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  lever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis),  fever;  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm;  weakness;  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  ot  Ayerst  Laboratories 
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Development  of  a Radioimmunoassay 
for  the  Immunodiagnosis  of 
Schistosomiasis  Mansoni 

George  V.  Hillyer,  Ph.D. 
Maricelis  Soler  de  Galanes,  M.T. 


Abstract:  A solid  phase  radioimmunoassay  using 

polyvinyl  microtiter  plates  was  developed  for  detecting 
antibodies  to  Schistosoma  mansoni  circumoval  precipitin 
antigens.  As  little  as  400  ng  of  the  subpopulation  of 
S.  mansoni  egg  antigens  involved  in  the  circumoval 
precipitin  reaction  were  coated  onto  polyvinyl  microtiter 
plates.  Serum  samples  at  varying  dilutions  were  applied, 
followed  by  a '^^I-radiolabeled  anti-mouse  or  anti-human 
IgG  conjugate.  A 1:200  serum  dilution  showed  the  greatest 
difference  between  the  serum  from  controls  and  those 
infected  with  S.  mansoni.  Excellent  discrimination  was 
obtained  between  normal  and  infected  mouse  sera,  as  well 
as  normal  human  (n=6)  vs.  sera  from  patients  either 
confirmed  parasitologically  as  infected  with  S.  mansoni 
(n=8)  or  with  antibodies  as  determined  by  a positive 
circumoval  precipitin  reaction  (n=7).  In  mice  infected  with 
S.  mansoni  antibody  levels  rose  by  the  8th  week  of 
infection.  Six  sera  from  non-inf ected  individuals  (tested 
parasitologically)  and  8 of  10  from  individuals  with  con- 
firmed fascioliasis  were  found  negative  in  this  test.  Because 
of  its  high  throughput  capability,  this  radioimmunoassay 
would  be  a useful  screening  tool  to  detect  antibodies  to  S. 
mansoni  in  populations  where  schistosomiasis  endemicity  is 
decreasing  and/or  where  schistosomiasis  is  present  at  low 
intensities. 

In  a combined  study  comparing  nine  antigen/test 
systems  for  the  immunodiagnosis  of  human  schis- 
tosomiasis mansoni  we  found  that  the  circumoval  preci- 
pitin (COP)  test  gave  the  highest  combined  sensitivity 
and  specificity.'’  ^ A radioimmunoassay  with  a purified 
egg  antigen  described  by  Pelley,  et  al.^  gave  similar 
sensitivity.^  Additional  studies  of  ours  resulted  in  the 
isolation  by  antibody  affinity  chromatography  of  the 
antigens  involved  in  the  circumoval  precipitin  test.'*’  * 
The  current  status  of  human  infection  with  Schistosoma 
mansoni  in  Puerto  Rico  is  at  present  unclear.  The  last 
comprehensive  stool  survey  for  schistosomiasis  was  done 
over  30  years  ago  by  White,  et  al.®  The  other  older  surveys  for 
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schistosomiasis  in  Puerto  Rico  are  summarized  elsewhere 
by  Hillyer,  et  al.’  More  recently,  Rivera-Marrero® 
examined  852  stools  obtained  from  schoolchildren  of  the 
southwest  area  of  Puerto  Rico  utilizing  the  Kato  thick 
smear  as  described  by  Martin  & Beaver.’  He  did  not  find 
a single  human  schistosome  infection  in  that  study  even 
though  human  cases,  particularly  children,  are  recur- 
rently diagnosed  in  the  area  indicating  current  transmis- 
sion (data  not  shown). 

In  the  neighboring  Dominican  Republic,  the  second 
major  focus  for  human  schistosomiasis  in  the  Caribbean 
islands  even  less  information  is  available  (reviewed  in 
Hillyer).'®  In  the  region  of  Hato  Mayor,  where  schisto- 
somiasis was  originally  described  and  the  principal  locale 
in  which  control  efforts  have  been  continuous,  human 
schistosomiasis  has  dropped  from  1970  to  1978  from  over 
10%  to  less  than  0.5%  based  on  fecal  examination 
utilizing  the  relatively  insensitive  sedimentation  concen- 
tration method  described  by  Hoffman,  et  al." 

It  is  clear  that  in  both  of  these  areas,  parasitologic 
examination  for  schistosomiasis  of  large  numbers  of 
individuals,  even  utilizing  sensitive,  costly,  and  labor- 
intensive  stool  examinations  such  as  the  formol  ether 
concentration  technique  described  by  Knight,  et  al.'^ 
would  result  in  large  numbers  of  noninfected  individuals 
and  that  serodiagnosis  would  be  a useful  alternative  to 
evaluate  change  in  areas  of  low  or  lowering  endemicity. 
Moreover,  performing  large  numbers  of  COP  reactions 
with  human  sera,  as  we  did  recently  in  a WHO  trial 
reported  by  Mott  & Dixon, is  extremely  labor  intensive 
and  difficult  to  standardize,  particularly  if  the  number  of 
noninfected  individuals  (and  hence  negative  reactions)  is 
large. 

The  present  study  was  designed  to  apply  these  COP 
antigens  to  a solid  phase  radioimmunoassy  and  evaluate 
it  for  the  detection  of  antibodies  to  S.  mansoni. 

Materials  and  Methods 

Sera: 

Mice  were  infected  with  S.  mansoni  and  bled  weekly  for 
16  weeks  for  the  collection  of  serum.  The  serum  samples 
were  stored  at  -75°C  until  used. 

Sera  from  humans  were  as  follows:  “normal”  controls 
were  from  Puerto  Ricans  with  no  intestinal  parasites  (n=6); 
with  confirmed  S.  mansoni  infection  (n=8);  diagnosed  as 
infected  with  S.  mansoni  because  of  a positive  COi®'’,est 
(n=10);  or  diagnosed  as  infected  with  F.  hepática  (n=10) 
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all  with  the  presence  of  “arc  2”  Foic/o/o-specific  anti- 
bodies,with  F.  hepática  eggs  in  stool  examination 
(n=l),  or  Fasciola  worms  recovered  from  bile  ducts 
during  surgery  (n=l). 

Antigens: 


Specific  binding=100  x cpm  in  sample  - cpm  of  normal  control 
cpm  in  positive  control  - cpm  in  normal 


= 100  X 1 100  - 743  = 40% 
1631  - 743 


S.  mansoni  soluble  egg  antigen  was  prepared  exactly  as 
described  by  Hillyer  & Gomez  de  Rios.'’  The  COP 
antigens  were  isolated  from  SEA  as  described  by  Hillyer 
& Rivera-Marrero.’ 

Description  of  the  RIA: 

1.  Antigen  was  diluted  using  0.85%  NaCl  and  0.1  ml 
containing  400  ng  protein  (Keleti  & Lederer,  1974) 
applied  to  each  well  of  a round  bottom  microtiter 
polyvinyl  chloride  plate.  The  plates  were  incubated  at  37°C 
for  one  hour  and  then  overnight  at  4°C. 

2.  The  plates  were  then  flooded  with  0.85%  NaCl  for  3 
minutes  and  washed  in  this  manner  3 times. 

3.  Bovine  serum  albumin  (0.1  ml  of  1%  BSA  solution) 
was  then  added  to  the  antigen  coated  wells  to  prevent 
nonspecific  absorption  of  the  subsequently  added 
reagents,  and  incubated  at  room  temperature  for 
30  min.,  followed  by  a wash  cycle  as  in  #2. 

4.  Serum  samples,  tested  in  duplicate  or  triplicate, 
were  diluted  in  1%  BSA,  added  in  a final  volume  of 
0.1  ml,  and  the  plates  incubated  for  1 hour  at  37°C.  The 
wash  cycle  was  repeated  as  in  #2. 

5.  ‘^’I-labeled  rabbit  anti-mouse  or  goat  anti-human 
IgG,  containing  10,000  cpm  in  0.1  ml  was  added  to  each 
well  and  the  plates  incubated  at  37°C  for  one  hour.  The 
wash  was  repeated  as  in  #2. 

6.  The  plates  were  cut  with  an  electric  wire  cutter, 
dropped  into  individual  scintillation  vials  and  counted  in 
a Beckman  5500  gamma  counter. 


Results 

Determination  of  the  optimal  serum  dilution: 

Serum  samples  from  the  normal  controls  (9  replicates) 
or  humans  with  antibodies  to  S.  mansoni  (12  replicates) 
were  compared  at  1:10,  1:100,  1:200,  or  1:200,  1:400,  and 
1:800.  The  means  for  each  group  are  summarized  in 
Figure  1.  As  can  be  seen,  good  discrimination  between 
groups  could  be  obtained  at  all  serum  dilutions  although 
maximum  discrimination  was  obtained  at  1:200,  this 
being  selected  as  the  optimum  serum  dilution.  There  was 
no  overlap  between  each  of  the  two  groups  of  the  indivi- 
dual serum  samples  tested. 

Determination  of  specificity  of  the  test  antigens: 

The  reactivities  of  the  normal  controls,  S.  mansoni  egg 
positive,  S.  mansoni  COP  positive,  and  F.  hepática  sera 
were  each  compared  at  1:200  serum  dilution.  These 
results  can  be  seen  in  Figure  2.  Positivity  was  defined  as 
the  cpm  in  which  no  overlap  between  the  5.  mansoni 
known  positives  and  the  normal  controls  was  seen.  This 
value  was  around  1100  cpm,  and  the  percent  specific 
binding  for  this  value  was  determined  as  follows: 


OPTIMAL  DILUTION 


Figure  1.  Titration  curve  of  the  sera  from  humans  infected  with 
Schistosoma  mansoni  and  normal  controls  to  determine  the  optimal  serum 
dilution  to  be  used  in  RIA.  The  assay  was  run  using  S.  mansoni  COP 
antigen  at  4 ug/ml.  This  graph  shows  the  1:200  dilution  as  the  most 
efficient. 


RIA  SPECIFICITY  COP  AG 


HUMAN  SERA 


Figure  2.  Immunologic  specificity  of  the  radioimmunoassay  using  human 
sera.  Excellent  discrimination  was  obtained  between  normal  and  schisto- 
some infected  human  sera;  only  2 of  10  sera  from  humans  with  Fasciola 
hepática  cross-reacted  in  this  system.  The  reactivities  of  normal  control. 
Schistosoma  mansoni  egg  positive  S.  mansoni  COP  positive,  and 
F.  hepática  sera  were  compared  and  positivity  was  defined  as  the  CPM  in 
which  no  overlap  between  the  S.  mansoni  known  positives  and  the  normal 
controls  was  seen,  1110  CPM  and  the  percent  of  specific  binding  for  this 
value  determined  as  follows: 

Specific  Binding  = 100  X CPM  sample  - CPM  normal  control 
CPM  Positive  Control  - CPM  normal 

thus  samples  over  SB  = 40%  specific  binding  were  considered  positive 
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Thus  samples  with  over  40%  specific  binding  were 
considered  positive.  Utilizing  this  criterion,  all  of  the  sera 
from  humans  with  confirmed  (by  coprology)  S.  mansoni 
and  those  positive  by  the  COP  test  were  positive  in  this 
test.  By  the  same  criterion,  8 of  the  10  human  F.  hepática 
sera  were  negative.  The  two  positive  F.  hepática  cases 
were  considered  true  cross-reactions  since  they  were  also 
negative  by  the  COP  test.  Previous  work  by  us‘^  has 
demonstrated  that  F.  hepática  infection  sera  do  not  react 
in  the  COP  test.  Finally,  none  of  the  6 normal  controls 
were  positive  in  this  assay. 

Determination  of  reactivity  in  a primary  murine  S. 
mansoni  infection: 

As  above,  positivity  was  defined  after  comparing  the 
reactivities  of  pooled  serum  samples  from  the  mice  prior 
to  infection,  and  at  7,  8 or  12  weeks  (exposed  to  50 
cercariae)  or  8 weeks  (exposed  to  150  cercariae)  of 
infection.  The  40%  binding  represented  around  1300  cpm 
for  those  exposed  to  50  cercariae  and  1 100  cpm  for  those 
exposed  to  150  cercariae.  By  this  criterion,  mice  exposed 
to  50  cercariae  became  positive  by  10  weeks  of  infection 
and  those  exposed  to  150  cercariae  were  positive  by  7 
weeks  of  infection. 


RIA  COP  MURINE  S.  MANSONI 


Figure  3.  Reactivity  of  the  serum  from  a primary  murine  Schistosoma 
mansoni  infection.  An  increase  in  specific  antibody  response  to  the  COP 
antigen  was  observed  in  both  groups  of  mice . These  results  suggest  that  the 
RIA  using  COP  antigen  could  be  used  to  detect  a primary  Schistosoma 
mansoni  infection  in  mice. 

Discussion 

In  the  classical  1961  review  of  Kagan  & Pellegrino** 
summarizing  all  of  the  serodiagnostic  tests  for  schistoso- 
miasis up  to  that  time  not  one  antigen/test  system  dealt 
with  radioimmunoassay.  In  the  WHO  collaborative 
study  reported  by  Mott  & Dixon**  only  one  egg 
antigen/test  system  dealt  with  radioimmunoassay  and 
this  test  has  been  discontinued.  Yet  the  WHO  collabora- 
tive study  found  that  S.  mansoni  egg  antigens  yielded  a 
higher  combined  sensitivity  than  adult  worm  antigens, 
irrespective  of  their  purity,  in  active  S.  mansoni  infec- 
tions. The  present  study  was  designed  to  determine 
whether  the  COP  antigens  can  be  applied  to  a simple, 
solid-phase  radioimmunoassay. 


The  cross-reactivity  seen  between  the  S.  mansoni  COP 
antigen  with  several  F.  hepática  infection  sera  was 
expected,  as  this  has  been  found  with  crude  SEA  in 
ELISA  by  Hillyer  & Gomez  de  Rios.**  What  is  curious  is 
that  the  COP  reaction  itself  with  intact  eggs  does  not 
react  with  the  serum  of  mice  with  F.  hepática,'^  nor  have 
we  encountered  this  cross-reactivity  in  over  50  serum 
samples  from  humans  with  confirmed  F.  hepática  (data 
not  shown). 

It  is  hoped  that  with  a system  such  as  the  RIA  described 
herein  a rapid  screening  of  large  numbers  of  serum 
samples  can  be  tested  for  antibodies  to  S.  mansoni  in 
seroepidemiological  studies.  Additional  studies  to  evaluate 
the  feasibility  of  this  test  are  warranted. 
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Abstract:  The  development  of  optimal  methods  for 

preservation  is  important  for  the  advancement  of  liver  trans- 
plantation. This  study  compares  hypothermic  storage 
(HS)  or  hypothermic  pulsatile  perfusion  (I  IPP)  with  various 
solutions.  Canine  livers  were  removed  from  mongrel  dogs 
without  warm  ischemia  and  flushed  with  either  heparinized 
Ringer’s  lactate  (Control  and  HPP  preserved  groups)  or  the 
solution  used  for  HS  (TP-V  or  Collins  (C-2);  IP-V  is  a 
hyperosmolar  colloid  solution  containing  sucrose,  dextrose, 
and  ATP-MgClj.  The  type  of  preservation  and  solution  for 
each  of  the  experimental  groups  was  as  follows:  Group  I 
(n=7),  no  preservation,  fresh;  Group  II  (n=6)  24  hr.  HS, 
TP-V;  Group  III  (n=7)  24  hr.  HS,  Collins  (C-2);  Group  IV 
(n=6)  24  hr.  HPP,  TP-V;  Group  V (n=6)  24  hr.  HPP, 
Belzer;  Group  VI  (n=3)  24  hr.  HPP,  albumin.  After  the 
preservation  period,  livers  were  placed  on  HPP  at  37°C 
with  albumin-mannitol  solution  for  3 hours  testing  in  an 
isolated  liver  perfusion  model.  Perfusate  samples  were 
taken  at  1 hour  intervals  to  assess  liver  function.  LDH, 
SGOT,  alkaline  phosphatase  (AP),  lactic  acid  (LA),  leucine 
amino  peptidase  (LAP),  pH,  AMP,  ADP,  and  ATP  were 
studied.  Histologic  studies,  as  well  as  representative  HIDA 
scans  were  performed. 

The  results  of  these  studies  indicated  that  pulsatile 
perfusion  was  the  preferred  method  for  preservation  of  liver 
grafts,  since  liver  function  tests  were  significantly  impaired 
in  the  hypothermically  stored  group.  Using  our  isolated 
perfusion  test  model,  a greater  degree  of  immediate  cell 
damage  was  observed  in  groups  preserved  with  Belzer  and 
Collins  solutions.  TP-V  solution  with  HPP  appeared  to  give 
the  best  overall  liver  functional  response  and  histologic 
results  and  is  recommended  as  the  preferred  method  for  24 
hour  liver  preservation. 

As  liver  transplantation  becomes  an  increasingly  ac- 
cepted therapeutic  modality,  improved  methods  of 
preservation  are  need  to  facilitate  donor  availability. 
Hypothermic  storage  using  the  crystalloid  Collins 
solution  has  been  primarily  investigated  because  of  its 
success  in  kidney  preservation.  This  study  evaluates  the 
technique  of  hypothermic  pulsatile  perfusion  and 
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additional  preservation  fluids  to  determine  the  optimal 
preservation  method  by  means  of  an  isolated  normo- 
thermic  perfusion  model. 

Methods 

Thirty-six  adult  mongrel  dogs  weighing  between  15 
and  25  kg.  were  anesthetized  using  thiamylal  sodium 
(5  ml  of  2.5%  solution)  with  endotracheal  intubation 
and  femoral  artery  catheterization  performed.  After 
systemic  heparinization  (10,000  units)  had  been  achieved, 
the  livers  were  removed  and  flushed  with  either  the 
appropriate  storage  solution  prior  to  24  hours  of 
hypothermic  storage  (HS)  or  lactated  Ringer’s  solution 
prior  to  being  preserved  for  24  hours  using  various 
solutions  and  hypothermic  pulsatile  perfusion  (HPP). 
The  groups  included;  Group  I (n=7),  no  preservation, 
fresh;  Group  II  (n=6)  24  hr.  HS,  TP-V  solution;  Group 
III  (n=7)  hr.  HS,  Collins  (C-2)solution;  Group  IV (n=24) 
hr.  HPP,  TP-V  solution;  Group  V (n=7)  24  hr.  HPP, 
Belzer  solution;  Group  VI  (n=3)  24  hr.  HPP,  albumin. 

After  24  hours  of  preservation,  normothermic  pulsatile 
perfusion  using  an  albumin-mannitol  (12.5g)  solution  was 
performed  for  three  hours.  Hourly  perfusate  samples 
were  obtained  and  lactic  acid  dehydrogenase  (LDH), 
serum  glutamic  oxaloacetic  transaminase  (SGOT), 
alkaline  phosphatase  (AP),  lactic  acid  (LA),  leucine 
amino  peptidase  (LAP),  AMP,  ADP,  ATP  and  pH  levels 
were  measured.  Liver  weight  changes,  hepatic  artery  and 
portal  vein  flow  were  quantitated  as  well  as  bile  flow. 
Histologic  samples  from  each  group  were  obtained  and 
HIDA  scans  were  performed  on  select  samples. 
Statistical  analysis  was  performed  using  Student’s  T-test. 
All  animal  research  conformed  to  the  standards  of  care 
and  treatment  as  outlined  in  our  institutional  guidelines. 

Results 

The  control  group  (Group  I)  showed  an  initial  rise 
during  the  first  hour  in  both  the  LDH  and  SGOT  levels. 
The  following  two  hour  period  revealed  relatively  stable 
values  in  both  categories.  The  remaining  lab  values  had 
no  significant  changes  throughout  the  perfusion  period 
as  seen  in  Table  I.  Group  II  which  included  livers  stored 
in  TP-V  solution  showed  a significant  (p<.025)  initial 
increase  of  SGOT  above  controls  which  remained  stable. 
LDH  rose  significantly  (p  <.005)  during  the  first  hour 
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TABLE  I 


Group 

LDH 

SGOT 

AP 

LAP 

(lU/L) 

(lU/L) 

(mU/ml) 

(lU/L) 

0 hr. 

3 hr. 

0 hr. 

3 hr. 

0 hr.  3 hr. 

0 hr. 

3 hr. 

1 

51.3 

561.8** 

15.7 

305.5** 

6.4  9.8 

4.6 

8.9 

II 

449.6 

1299.1@ 

41.0* 

71.0 

8.9  21.7** 

4.5 

8.7* 

III 

1348.4@ 

2117.0 

152.6 

186.4 

20.7@@  25.4 

15.5 

23.3 

IV 

341.5 

448.2 

81.7* 

51.8 

16.6  18.5 

9.2 

133.7* 

V 

1211.0*@  538.8 

258. 3*@ 

27.2& 

242.2  14.2 

8.2 

14.9 

VI 

216.7 

1 164.1 

116.6 

37.7 

11.1  21.8 

5.0 

28.0 

Student  t-test  (*p  < .05,**p  <.025,  @p  <.005,  @@p  <.0025,  *@p  <.0005,  &p  <.001) 


and  then  stabilized  as  well.  Alkaline  phosphatase 
increased  over  the  test  period  as  did  the  LAP.  Group  III, 
which  included  livers  stored  in  Collins  solution,  showed 
initial  high  levels  of  LDH,  SGOT,  AP  and  LAP.  These 
levels  remained  significantly  elevated  (p<.05,  p<.0005) 
from  the  control  group  and  the  TP-V  HS  group,  respec- 
tively. Group  IV  consisted  of  livers  perfused  with  TP-V 
and  showed  initially  high  levels  of  SGOT,  LDH  and  AP. 
These  remained  stable  throughout  the  test  period.  LAP 
rose  during  the  three  hour  period  to  a significant  level 
(p  <.005).  Livers  in  Group  V were  perfused  with  Belzer’s 
solution  and  showed  marked  elevations  in  all  initial  lab 
values  which  gradually  decreased  to  non-significant 
levels  when  compared  to  controls  at  the  end  of  the  three 
hour  perfusion  period.  Group  VI  had  a small  sampling 
size  and  statistically  significance  could  not  be  obtained. 
However,  those  liver  perfused  with  albumin  showed  no 
elevations  of  initial  values  from  controls  in  LDH  and 
SGOT.  Lactic  acid  and  LAP  increased  throughout  the  test 
periods.  ADP,  AMP,  ATP  were  evaluated  and  the  only 
consistent  patterns  seen  were  a general  decrea.se  in 
ATP  levels  with  Belzer  HPP  (Group  V)  and  relatively 
stable  values  with  TP-V  HPP  (Group  IV). 

Liver  weight  changes  showed  significantly  increased 
levels  (p  .10)  with  the  Collins  HS  and  Belzer  HPP 
groups.  Portal  venous  flow  and  hepatic  artery  flow 
showed  sustained  levels  in  all  groups  and  a decrease  in  the 
Belzer  HPP  group.  Bile  flow  also  showed  markedly 
decreased  levels  in  the  Belzer  HPP  group  throughout  the 
test  period. 

HIDA  scans  were  evaluated  in  select  livers  in  various 
groups.  Control  groups  were  essentially  normal  with 
good  perfusion,  uptake  and  biliary  excretion  noted. 
Similar  findings  were  noted  in  the  TP-V  HPP  group. 
Moderate  to  good  results  were  noted  in  the  three 
categories  in  TP-V  HS  group.  Moderate  function  was 
noted  in  the  Belzer  group  and  poor  function  was  present 
in  the  Collins  group.  Only  minimal  function  was  present 
in  the  albumin  group. 

Histologic  findings  showed  minimal  changes  in  both 
the  TP-V  HS  and  HPP  groups.  Marked  changes  of 
edema,  congestion  and  cellular  degeneration  were 
present  in  Collins  HS  and  albumin  HPP  groups.  Similar 
changes  with  the  addition  of  marked  necrosis  were 
present  in  the  Belzer  HPP  group. 
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Figure  1.  HIDA  scan  from  control,  fresh  liver  showing  good  uptake  and 
perfusion.  Arrow  indicates  evidence  of  hile  excretion  from  common  duct 
cannula. 
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Figure  2.  HIDA  scan  from  TP-V  HPPgroup.  fiood  uptake, perfusion  and 
rapid  biliary  excretion  noted  as  indicated  by  the  arrow. 
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Discussion 

Studies  involving  liver  preservation  have  evaluated 
various  methods  and  fluids  in  order  to  extend  donor 
availability.  Liver  perfusion  experiments  began  in  the 
1960’s  with  the  work  of  Kestens  and  McDermott  showing 
viability  up  to  6 hours.''  Belzer  developed  a cryopreci- 
pitated  plasma  solution  for  perfusion  methods  with 
success  up  to  10  hours  of  preservation.'  Toledo-Pereyra 
investigated  a silica  gel  fraction  with  KCl,  dextran  or 
albumin  with  increased  transplant  survival.’  * Further 
refinements  have  shown  improved  results  with  the 
addition  of  dextrose,  sucrose,  ATP  and  MgClj.®  Collins 
solution  was  developed  as  a kidney  preservation  storage 
solution  with  a high  potassium  content.^'  ^ 

This  study  demonstrates  evidence  that  hypothermic 
pulsatile  perfusion  is  a superior  means  of  liver  preser- 
vation. LDH  levels  in  the  storage  groups  were  higher 
than  the  perfusion  groups  especially  after  the  three  hour 
test  period.  SCOT  and  alkaline  phosphatase  levels  also 
seemed  to  be  elevated  in  the  storage  groups  although  no 
statistical  significance  was  noted.  TP-V  solution  in  the 
storage  method  showed  initially  lower  LDH,  SCOT  and 
AP  levels  when  compared  to  Collins  HS.  After  the  three 
hours,  there  was  no  difference  noted  which  suggested  an 
initial  protective  effect  from  the  TP-V  solution.  It  is 
interesting  to  note  that  these  changes  were  not  noted  in 
the  TP-V  perfusion  groups.  Rather,  TP-V  HPP  showed 
no  significant  differences  from  the  control  group  after  the 
three  hour  test  period.  Belzer  HPP  group,  however,  noted 
an  initially  marked  elevation  in  several  laboratory 
parameters  which  gradually  cleared  over  the  test  period. 
This  may  be  due  to  cellular  by  products  released  from 
damaged  tissues  which  are  “washed  out”  after  perfusion 
with  the  albumin-mannitol  solution.  The  marked  eleva- 
tion in  lab  values  in  our  control  group  seems  to  indicate  a 
degree  of  warm  ischemia  may  be  present  although  our 
HIDA  scan  showed  good  function  present. 

HIDA  scan  in  a reliable  method  to  determine  physio- 
logic function  in  liver  tissue.  When  compared  to  controls, 
the  perfusion  groups  appeared  to  have  better  overall 
results.  Among  the  storage  and  perfusion  groups,  TP-V 
solution  maintained  liver  function  better  than  either 
Collins  or  Belzer  solution.  Histology  also  showed  less 
cellular  changes  with  TP-V  solution  in  both  storage  and 
perfusion  techniques. 

Orthotopic  transplantation  of  24  hour  preserved  livers 
has  been  attempted  in  several  dogs  from  various  groups 
with  only  limited  success  due  to  technical  difficulties. 
Further  investigation  using  this  study  as  a base  line  is  on 
going  to  determine  liver  viability  in  the  in-vivo  situation. 

In  summary,  pulsatile  perfusion  isa  preferred  mean  of 
liver  preservation  as  determined  by  lowered  liver  enzyme 
levels  and  improved  HIDA  scans  when  compared  to 
hypothermic  storage.  Belzer  and  Collins  solution  showed 
a greater  degree  of  immediate  cell  damage  on  histologic 
examination.  TP-V  solution,  a silica  gel  fraction  contain- 
ing dextrose,  sucrose,  ATP,  and  MgCl2  using  the 
hypothermic  pulsatile  perfusion  technique  appears  to 
give  the  best  overall  liver  function  response,  HIDA 
function  scan  and  histologic  results, and  is  recommended 
for  24  hour  liver  preservation. 


Resumen:  El  desarrollo  de  nuevos  métodos  de  preser- 

vación es  importante  para  mejorar  los  resultados  de  trans- 
plante de  hígado.  El  presente  estudio  compara  el  almacena- 
miento hipotérmíco  y la  perfusión  pulsátil  hípotérmíca  con 
diferentes  soluciones.  Seis  grupos  de  hígados  de  perro 
fueron  estudiados:  grupo  I (n=7)  que  no  recibió  preserva- 
ción; grupo  II  (n=6)  almacenado  bajo  hipotermia  por  24 
horas  con  TP-V  (solución  hiperosmolar  coloidal  con  ATP- 
MgC12);  grupo  III  (n=7)  igual  que  el  grupo  II  pero  alma- 
cenado con  solución  Collins;  grupo  IV  (n=6)  perfundido 
bajo  perfusión  pulsátil  hipotérmica  con  TP-V  por  24  horas, 
grupo  V (n=6)  como  el  grupo  IV  pero  usando  solución 
Belzer;  grupo  VI  (n=3)  como  el  grupo  anterior  pero  usando 
solución  de  albúmina.  Después  de  la  preservación,  los 
hígados  fueron  estudiados  a 37°C  con  perfusión  pulsátil  con 
albúmina  y manitol.  Diferentes  muestras  a intervalos  de 
una  hora  fueron  obtenidas  para  pruebas  de  funcionamiento 
hepático  por  3 horas.  Estudios  radionucleares  del  hígado  e 
histología  hepática  fueron  obtenidos  también. 

Este  estudio  demostró  que  la  perfusión  pulsátil  hipo- 
térmica  con  TP-V  fue  superior  a todos  ios  otros  grupos  de 
preservación.  Este  modelo  aislado  de  perfusión  hepática 
nos  permitió  estudiar  estos  órganos  más  apropiadamente. 
Otros  estudios  en  el  futuro  nos  permitirán  evaluar  este 
sistema  más  efectivamente. 
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Case  Summary 

A6j  year  old  man  was  admitted  on  April  29,  1982 
with  the  complaint  of  dyspnea  on  minimal  exertion 
which  had  progressed  over  the  last  18  months.  He  had 
also  noted  cyanosis  of  his  hands  and  lips.  These 
symptoms  were  worse  in  the  standing  position  and  were 
relieved  by  recumbency.  A recent  respiratory  infection 
had  aggravated  his  condition.  He  had  not  experienced 
pain  in  the  chest,  hemoptysis,  fever,  wheezing  or  edema. 

During  previous  hospitalizations  the  diagnoses  of  alco- 
holic hepatic  cirrhosis,  diverticulitis  and  diabetes  mellitus 
had  been  established.  He  smoked  cigarettes  from  1942  to 
1948  but  not  thereafter. 

On  examination  the  patient  was  noted  to  be  dyspneic 
after  taking  a few  steps.  His  lips  were  cyanotic.  The  chest 
showed  increased  antero-posterior  diameter  but  auscul- 
tation was  normal.  A loud  systolic  apical  and  parasternal 
murmur  radiated  to  the  neck.  Fingers  and  toes  were 
cyanotic  and  clubbed.  Spider  angiomas  were  numerous 
over  the  upper  chest. 

The  hemoglobin  was  1 5.7  g/dl;  leukocytes,  5,000/ cu  mm, 
platelets,  normal. 

The  chest  roentgenogram  was  normal.  Pulmonary 
function  studies  provided  evidence  of  mild  small  airways 
obstruction  and  severe  hyperinflation.  Arterial  blood 
gases  indicated  chronic  respiratory  alkalosis  and  severe 
hypoxemia.  The  hypoxemia  did  not  improve  during  the 
administration  of  100%  oxygen  and  it  was  more  pro- 
nounced in  the  standing  than  in  the  supine  position. 

Ventilation  (‘”Xe)  and  perfusion  studies  (’’mTc 
albumin  macroaggregates)  with  the  patient  sitting  per- 
formed on  July  21,  1982  demonstrated  impairment  of 
both  functions  in  both  upper  lungs.  The  perfusion 
abnormality  was  most  pronounced.  A considerable 
amount  of  the  albumin  macroaggregates  employed  for 
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the  perfusion  study  localized  in  the  kidneys  and  the 
thyroid  gland. 

A second  ventilation  study  ('  ” Xe)  was  performed  with 
the  patient  standing  with  results  identical  to  the  first  one. 
Perfusion  study  (”mTc  albumin  microspheres)  was  also 
done  with  the  intravenous  injection  administered  with 
the  patient  standing.  Again,  decreased  distribution 
to  the  upper  lung  fields  occured  (Fig.  1).  Based  on  the 
examination  of  regions  of  interest  in  the  kidneys  the 
presence  of  a 30%  right  to  left  shunt  was  established 
(Fig.  2).  The  perfusion  study  was  repeated  with  the 
patient  recumbent.  A 28%  shunt  was  estimated. 

Selective  bilateral  pulmonary  arteriogram  on  June  6, 
1982  was  normal.  Pulmonary  arterial  pressure  was  nor- 
mal. Bilateral  basal  atelectasis,  more  prominent  on  the 
left  side,  and  a small  pleural  effusion  was  found. 

T 


Figure  1.  Pulmonary  perfusion  study  (”mTc  microspheres)  demonstrates 
decreased  distribution  to  upper  portion  of  lungs  and  the  left  base.  The 
thyroid  gland  (T)  shows  abnormal  activity,  which  is  evidence  of  arterio- 
venous shunting. 
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Figure  2.  Posterior  view  of  same  study  shows  localization  of  microspheres 
in  the  kidneys  (K)  and  spleen  (S). 


Discussion 

The  occurence  of  anatomic  and  physiologic  abnorma- 
lities in  the  cardiovascular  system  in  patients  with  liver 
disease  is  well  recognized.’  The  peripheral  circulation 
demonstrates  bounding  pulses,  low  vascular  resistance 
and  decreased  arteriovenous  oxygen  differences.  Clini- 
cally evident  are  such  findings  as  spider  angiomas, 
palmar  erythema  and  clubbing  of  the  fingers.  Renal  vaso- 
constriction, indicative  of  altered  splanchnic  circulation, 
occurs  in  the  hepatorenal  syndrome.^  Ocassionally, 
peripheral  cyanosis  is  seen.  Subclinical  hypoxemia,  as 
established  by  examination  of  blood  gases,  is  a frequent 
finding.’ 

The  pathophysiology  of  hypoxemia  in  patients  with 
hepatic  disease  has  been  studied  extensively.’’  “*  It  is 
now  fairly  well  established  that  arteriovenous  admixing 
due  to  vascular  changes  in  the  pulmonary  circulation  is 
the  main  cause  of  hypoxemia.^’  ‘ Anatomic  studies  have 
demonstrated  the  frequent  occurence  of  spider  nevi  in  the 
pleural  surfaces  but  these  are  rare  in  the  pulmonary 
circulation.  The  characteristic  finding  in  the  lungs  is 
vasodilation.’’  * It  is  also  apparent  that  physiologic 
factors  such  as  posture  and  suppression  of  the  vasocons- 
trictor response  to  hypoxia  are  also  important.’  That 
some  of  these  abnormalities  are  dynamic  is  supported  by 
the  findings  that  hypoxemia  and  the  degree  of  shunting  as 
measured  by  radioactive  tracer  improves  when  the 
hepatic  disease  is  alleviated.’ 
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Macroaggregated  albumin  particles  or  microspheres 
labelled  with  a radioactive  tracer  and  injected  into  the 
circulation  permit  the  evaluation  of  the  microcirculation 
of  the  organ  where  they  lodge.  Their  most  frequent  uses 
are  in  the  detection  of  pulmonary  vascular  occlusive 
disease,  specifically  pulmonary  embolism  and  in  the 
evaluation  of  congenital  anomalies.  When  these  parti- 
cles, injected  into  a peripheral  vein,  find  their  way  into  the 
systemic  circulation  the  presence  of  an  arteriovenous 
shunt  is  established.  The  severity  of  this  shunt  may  be 
evaluated  by  determining  the  proportion  of  the  total  of 
particles  which  reached  another  organ,  such  as  the 
kidneys.’  This  evaluation  takes  into  consideration  the 
proportion  of  the  cardiac  output  which  normally 
perfuses  the  organ.  In  this  patient  the  presence  of  exten- 
sive shunting  was  demonstrated  by  this  method.  A 28 
percent  shunt  was  estimated.  The  distribution  to  the 
thyroid  gland,  kidneys  and  brain  was  evident  in  the 
images. 

Robin  et  al  and  Kennedy  et  al’”’  have  found  that 
posture  may  influence  the  degree  of  shunting  and 
consequently  the  hypoxemia  occuring  in  patients  with 
chronic  hepatic  disease.  In  our  patient  the  study  was 
performed  following  injection  of  microspheres  in  the 
recumbent  and  erect  positions  with  similar  results  which 
negates  this  possibility  in  this  case. 

Patients  with  advanced  liver  disease  are  susceptible  to 
pulmonary  infection,  atelectasis  and  airways  disease 
which  may  cause  hypoxemia.  The  method  described  here 
provides  a non-invasive  simple  and  quantitative  approach 
for  the  differentiation  of  arteriovenous  shunting  from 
these  conditions.  Pulmonary  angiography  usually  does 
not  detect  the  presence  of  the  abnormal  vessels  because  of 
their  small  size.’” 
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Contraindications:  Calapres-TTS®  (clonidine)  should  not  be  used  in  patients  with  known 
hypersensitivity  to  clonidine  or  to  any  other  component  ol  the  adhesive  layer  of  the  therapeutic 
system 

Precautions:  General:  In  patients  who  have  developed  localized  contact  sensitization  to 
Catapres-TTS®  (clonidine),  substitution  of  oral  clonidine  hydrochloride  therapy  may  be  asso- 
ciated with  development  of  a generalized  skin  rash 

In  patients  who  develop  an  allergic  reaction  to  Catapres-TTS®  that  extends  beyond  the  local 
patch  site  (such  as  generalized  skin  rash,  urticaria,  or  angioedema)  oral  clonidine  hydrochlo- 
ride substitution  may  elicit  a similar  reaction 

As  with  all  antihypertensive  therapy,  Catapres-TTS®  should  be  used  with  caution  in  patients 
with  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  disease,  or 
chronic  renal  failure 

Withdrawal:  Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Sudden  cessation  of  clonidine  treatment  has  resulted  in  subjective  symptoms  such 
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An  excessive  rise  in  blood  pressure  following  Catapres-TTS®  discontinuance  can  be  reversed 
by  administration  of  oral  clonidine  or  by  intravenous  phentolamine  If  therapy  is  to  be  discon- 
tinued in  patients  receiving  beta-blockers  and  clonidine  concurrently,  beta-blockers  should 
be  discontinued  several  days  before  cessation  of  Catapres-TTS®  administration. 
Perioperative  Use:  As  with  oral  clonidine  therapy,  Catapres-TTS®  therapy  should  not  be 
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develop  moderate  or  severe  erythema  and/or  localized 
vesicle  formation  at  the  site  of  application,  or  a generalized 
skin  rash,  should  consult  their  physician  promptly  about 
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Drug  Interactions:  If  a patient  receiving  clonidine  is  also 
taking  tricyclic  antidepressants,  the  effect  of  clonidine  may 
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Clonidine  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  or  other  sedatives  Amitriptyline  in 
combination  with  clonidine  enhances  the  manifestation  of 
corneal  lesions  in  rats 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

In  a 132-week  oral  carcinogenicity  study  in  rats, 
clonidine  hydrochloride  produced  no  carcinogenic  effects 
at  doses  up  to  300  times  the  maximum  recommended 
human  dose  of  Catapres-TTS®  on  a mg/kg  weight  basis 
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Reproduction  studies  performed  in  rabbits  at  doses  up  to 
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of  Catapres-TTS*  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  clonidine  hydrochloride 
Studies  in  rats  and  mice  revealed  that  doses  of  500  meg/ 
kg/day  and  higher  are  embryotoxic  One  rat  study  at 
doses  of  15  meg/kg/day  (0  33  times  the  maximum  recom- 
mended daily  human  dose)  exhibited  embryotoxicity 
There  are  no  adequate  and  well-controlled  studies  in  preg- 
nant women  Although  animal  reproduction  studies  are  not 
always  predictive  ol  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk, 
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Pediatric  Use:  Safety  and  effectiveness  in  children  below 
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ing therapy  with  Catapres-TTS®  (clonidine)  have  been 
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In  a 3-month,  multiclinic  trial  of  Catapres-TTS®  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 

Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients.  Twenty- 
six  patients  experienced  localized  erythema  This  er^Thema  and  pruritus  were  more  common 
in  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period  Allergic  contact 
sensitization  to  Catapres-TTS®  was  observed  in  5 patients. 

In  additional  clinical  experience,  contact  dermatitis  was  observed  in  100  of  631  patients 
(about  16  in  100)  treated  for  a mean  duration  of  24  weeks 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in  the 
multiclinic  trial  with  Catapres-TTS® 

Gastrointestinal:  Constipation  (1  patient):  nausea  (1);  and  change  in  taste  (1) 

Central  Nervous  System:  Fatigue  (6  patients);  headache  (5);  lethargy  (3),  sedation  (3): 
insomnia  (2),  dizziness  (2),  and  nervousness  (1) 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients) 

Dermatological:  Localized  vesiculation  (7  patients),  hyperpigmentation  (5):  edema  (3); 
excoriation  (3),  burning  (3);  papules  (1);  throbbing  (1),  blanching  (1);  and  generalized  macular 
rash  (1) 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reactions 
have  occurred,  where  a causal  relationship  to  Catapres-TTS®  was  not  established  maculo- 
papular  skin  rash  (10  cases);  urticaria  (2  cases),  angioedema  involving  the  face  (2  cases),  one 
of  which  also  involved  the  tongue 
Oro-otolaryngeal:  Dry  throat  (2  patients). 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%).  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  frequently 
Gastrointestinal:  Nausea  and  vomiting,  about  5 in  100  patients,  anorexia  and  malaise,  each 
about  1 in  100;  mild  transient  abnormalities  in  liver  function  tests,  about  1 in  100,  parotitis, 
rarely 

Metabolic:  Weight  gam.  about  1 in  100  patients,  gynecomastia,  about  1 in  1000;  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokinase,  rarely 
Central  Nervous  System:  Nervousness  and  agitation,  about  3 in  100  patients,  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 in  100  patients,  palpitations  and  tachycar- 
dia, and  bradycardia,  each  about  5 in  1000  Raynaud's  phenomenon,  congestive  heart  failure, 
and  electrocardiographic  abnormalities  (i.e  conduction 
disturbances  and  arrhythmias)  have  been  reported  rarely 
Dermatological:  Rash,  about  1 in  100  patients,  pruritus, 
about  7 in  1000,  hives,  angioneurotic  edema  and  urticaria, 
about  5 in  1000;  alopecia,  about  2 in  1000. 

Genitourinary:  Decreased  sexual  activity,  impotence  and 
loss  of  libido,  about  3 in  100  patients;  nocturia,  about  1 in 
100;  difficulty  in  micturition,  about  2 in  1000:  urinary  reten- 
tion, about  1 in  1000 

Other:  Weakness,  about  10  in  100  patients,  fatigue,  about 
4 in  100,  headache,  and  discontinuation  syndrome,  each 
about  1 in  100,  muscle  or  |Oint  pain,  about  6 in  1000  and 
cramps  of  the  lower  limbs,  about  3 in  1000  Dryness,  burn- 
ing of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  weakly 
positive  Coombs'  test,  increased  sensitivity  to  alcohol  and 
fever  have  been  reported 
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Gay  Bowel  Syndrome 

Wilmer  Rodriguez,  MD 


Abstract:  The  gay  bowel  syndrome  encoins  the  various 

traumatic,  infectious  and  neoplastic  disorders  ocurring  in 
gay  males.  Behavioral  factors,  such  as  large  numbers  of 
sexual  partners,  receptive  anal  intercourse  and  “fisting” 
explain  the  high  incidence  of  enteric  infections  in  this  group. 

In  the  patients  with  the  acquired  inmunodeficiency 
syndrome  the  gastrointestinal  tract  is  affected  in  two-third 
of  the  cases.  Besides  the  classic  venereal  diseases  this 
patients  present  a wide  array  of  enteric  infections  by  oppor- 
tunistic agents,  previously  unknown  to  cause  human  illness. 

The  clinical  spectrum  of  this  syndrome  is  broad  and 
presents  unique  challenge  to  the  health  care  system.  The 
therapeutics  vary  according  to  the  pathogenic  organism. 


The  term  “gay  bowel  syndrome”  as  coined  by  Sohn 
and  Robilotti  in  1977  refers  to  the  various  traumatic, 
infectious  and  neoplastic  disorders  occuring  in  homo- 
sexual men.'  The  purpose  of  this  paper  is  to  review  those 
colorectal  conditions  associated  with  this  syndrome. 

Gastrointestinal  Infections  in  Homosexual  Males 

The  sexual  practices  of  gay  men  (anal  and  oral-anal 
intercourse  in  80-95%,  multiple  sexual  partners  etc.)  help 
to  explain  the  high  incidence  of  enteric  infections  found 
among  the  members  of  this  group.  In  one  study,  95  of  1 19 
gay  men  with  anorectal  or  intestinal  symptoms  had 
identifiable  pathogens  and  nearly  40%  of  asymptomatic 


TABLE  I 


Predominating 

Clinical  Manifestations 

Diagnostic 

Approaches 

Probable 

Pathogens 

Treatment 

ENTERITIS 

Watery,  foul  smelling 
diarrheas;  asymptomatic 
periods  may  occur 

Stool  cultures,  string 
test,  stool  for  O & P 
acid  fast  stain,  small 
bowel  biopsy 

Giardia  lamblia 

Shigella 

Cryptosporidium 

Isospora 

Atabrine  Metronidazole 
Sulfatrimethoprin 

No  known  treatment 
Atabrine 

COLITIS 

Bloody  diarrheas,  abdominal 
pain  and  fever 

Stool  for  occult  blood. 
Gram  stain,  stool 
cultures,  sigmoidoscopy, 
stools  for  O & P,  C. 
difficile  toxin 
assay 

Shigella 

Campylobacter 

Salmonella 

Entamoeba  hystolytica 
Yersinia 

Sulfatrimethoprin 

Erythromycin 

Ampicillin 

(if  not  self-limited) 

Metronidazole 

Sulfatrimethoprin 

and  an  aminoglycoside 

PROCTITIS 

Anorectal  discomfort, 
discharge,  constipation 
and  tenesmus 

Proctoscopy,  rectal 
growth  stair  and 
culture 

Neisseria  gonorrhea 

Penicillin 

Discrete  vesicular  lesions 
and  ulcerations,  rectal 
pain,  discharge, 
fever,  neuralgia 

Protoscopy,  viral  cultures 
Zanck  preparation 

Herpes  simplex 

Acyclovir 

(for  initial  outbreak  or 
inmunocomprimised) 

Anorectal  discomfort, 
discharge,  tenesmus 

Protoscopy,  culture, 
direct  smear  with 
monoclonal  antibodies 

Chlamydia  trachomatis 

Tetracycline 

Systemic  infections  severe 
rectal  pain,  discharge, 
rectal  bleeding,  increase 
stool  frequency 

Protoscopy,  cultures, 
rectal  biopsy 

Chlamydia  trachomatis 

(Lymphogranuloma 

venereum) 

Tetracycline 

Anorectal  chancre  or 
polyp 

Protoscopy,  VDRL, 
rectal  biopsy 

Treponema  pallidum 

Penicillin 

Staff  Gastroenterologist,  San  Pablo  Hospital,  Bayamón,  Puerto  Rico 
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gay  patients  were  found  to  be  harboring  subclinical 
infectious  agents.^  In  addition  to  the  classically  sexually 
transmitted  diseases  such  as  gonorrhea,  syphilis  and 
lymphogranuloma  venereum,  a number  of  other  infec- 
tious agents  are  now  firmly  established  as  being  sexually 
transmitted.  These  include  Chlamydia  trachomatis, 
Shigella,  Campylobacter,  Herpes  virus,  Amebiasis,  Giar- 
diasis and  Condyloma  acuminata.^  In  addition,  both 
Hepatitis  A and  B are  known  to  be  sexually  transmitted 
in  this  group.  It  has  become  useful  to  classify  these 
infections  according  to  their  clinical  presentations.  (See 
table  I) 

The  GI  Tract  in  the  Acquired  Immunodeficiency 
Syndrome  (AIDS) 

A.  Opportunistic  Infections 

The  spectrum  of  oportunistic  infections  involving  the 
gastrointestinal  (GI)  tract  of  patients  with  AIDS  has  been 
expanding.  To  date.  Cytomegalovirus  (CMV),  Crytospo- 
ridium,  Mycobacteria,  avium  intracellular,  (MAI),  Isospora 
belli  (Coccidiosis),  Herpes  virus  and  Candida  have  all 
been  encountered. 

Candida  esophagitis  is  being  seen  with  increasing 
regularity,  both  as  part  of  the  initial  AIDS  presentation 
and  during  therapy  for  other  AIDS  infections.  The 
diagnosis  should  be  suspected  in  any  patient  complaining 
of  odynophagia  or  dysphagia,  whether  or  not  oral  thrush 
is  present.  The  radiographic  appearance  of  Candida 
esophagitis  is  one  of  multiple  ulcerations  and  cobbleston- 
ing  of  the  mucosa,  corresponding  to  multiple  firmly 
adherent  plaques  (that  bleed  when  removed)  seen  endos- 
copically.  Scrapings  placed  on  a slide  with  a drop  of  KOH 
will  reveal  the  mycelia  and  pseudohyphae  consistent  with 
Candida  species.  Occasionally  the  endoscopic  appearance 
is  one  of  confluent  plaques  with  little,  if  not  any,  visible 
mucosa.  Bleeding  and  stricture  formation  have  been 
described  with  severe  infections.  The  treatment  for 
Candida  esophagitis  should  be  initiated  with  clotrimazole 
for  mild  to  moderate  infections;  low  dose  amphotericin 
IV  can  be  used  for  more  severe  infections.  The  use  of 
ketoconazole  is  controversial. 

Since  recurrence  of  Candida  esophagitis  is  very  common, 
many  authorities  suggest  a prophylactic  oral  dose  of 
clotrimazole  in  high  risk  patients. 

Herpes  esophagitis  is  seen  less  frequently  than  Candida 
esophagitis  and  is  differentiated  by  an  early  vesicular 
appearance  and  by  finding  small  intranuclear  inclusion 
bodies  in  the  surface  of  epithelial  cells  on  Tzanck 
preparation.  Herpes  stomatitis  may  be  or  may  not  be 
present  with  esophageal  involvement  but  odynophagia  is 
usually  severe.  Recurrence  of  Herpes  simplex  viral  infec- 
tions in  other  areas  of  the  body  often  presents  as  extensive 
genital  or  peri-rectal  ulcerations  but  may  involve  the 
esophageal  as  well  as  the  tracheo-bronchial  mucosa.  The 
co-existence  of  Candida  with  Herpes  esophagitis  has  been 
described  but  the  exact  incidence  is  unknown.  Treatment 
of  Herpes  esophagitis  is  with  intravenous  acyclovir. 
Prophylactic  use  of  oral  acyclovir  is  not  recommended  at 
the  present  time. 

Cytomegalovirus  (CMV)  may  produce  ulcerating 
lesions  along  the  entire  length  of  the  GI  tract  from  the 


esophagus  to  the  colon.^  Histologic  evidence  of  CMV 
vasculitis  favors  a primary  pathogenic  role  for  CMV 
rather  than  the  organism  being  a secondary  invader.  The 
typical  “owl  eye”  inclusion  bodies  appear  as  large, 
rounded,  eosinophilic  intranuclear  inclusions.  In  the 
esophagus  and  stomach,  giant  CMV  ulcers  as  well  as  non* 
specific  inflammation  maybe  seen.’  In  the  colon,  discrete 
irregular,  multiple  or  solitary  plaques  may  be  present. 
CMV  colitis  may  be  present  and  has  been  associated  with 
sub-mucosal  hemorrhage  or  pseudo-membranous  lesions. 
Inclusions  may  be  found  in  normal  appearing  mucosa 
suggesting  that  a sub-clinical  infection  might  exist.* 
Bleeding  and  perforation  (at  the  caecum)  has  been  des- 
cribed with  severe  colonic  involvement.’  Small  intestinal 
perforation  (ileum)  has  also  been  described  and  CMV  has 
been  implicated  as  the  cause  of  chronically  dilated  small 
bowel  and  diarrheas  due  to  destruction  of  the  myenteric 
plexus.  Treatment  has  largely  consisted  of  conservative 
measures  including  replacing  fluid  and  electrolyte  losses 
due  to  diarrheas.  An  experimental  analog  of  acyclovir 
(DHPC)  has  resulted  in  temporary  improvement  of  the 
gastrointestinal  tract  lesions  when  given  intravenously. 
However  CMV  reccurs  once  the  therapy  is  discountinued. 

Cryptosporidiosis  may  lead  to  chronically  debilitating 
diarrhea.  The  oocysts  are  infective  in  freshly  passed 
stools  and  outbreaks  have  been  traced  to  cats,  calves,  and 
other  domesticated  animals.  In  humans,  person  to  person 
transmission  has  been  documented.*  The  diagnosis  is 
established  by  finding  the  refractile  spherical  oocysts  in 
either  a cover  slide  floatation  under  phase  contrast 
microscopy  using  a modified  acid  fast  stain  or  alterna- 
tively within  the  microvillus  border  of  enterocytes  deep 
within  the  rectal  crypts.  Diarrhea  and  weight  loss  are  the 
most  prominent  symptoms.  Some  patients  may  have 
nausea  and  vomiting  which  has  been  attributed  to 
gastric  involvement.  Other  extraintestinal  sites  of  cryp- 
tosporidial  involvement  include  the  gallbladder  and  the 
tracheobronchial  tree.®  Villous  atrophy  leading  to  mal- 
absorbtion  has  also  been  described.  Antibiotic  therapy 
for  this  condition  has  been  largely  unsucessful. 

A related  organism,  Isospora  belli  (coccidiosis)  may 
cause  severe  watery  diarrhea  similar  to  that  seen  with 
Cryptosporidiosis.  The  organism  is  best  diagnosed  from  a 
fresh  stool  specimen  fixed  with  zinc  sulfate  and  stained 
with  trichrome.  Alternatively,  a duodenal  aspirate  or 
enterotest  capsule  may  be  used.  Small  bowel  biopsy  has 
revealed  a patchy  non-specific  villous  shortening  with 
crypt  hypertrophy  on  Giemsa  stain. The  treatment  of 
choice  consists  of  furizalodine  for  10  days.  Alternative 
drugs  include  atabrine  or  trimethophin-sulfametho- 
xazole 

Mycobacterium  avium  intracellulare  (MAI)  is  non- 
pa  thogenic  in  inmunocompetent  hosts  but  may  dissemi- 
nate in  AIDS  patients  leading  to  a chronic  malabsorbtive 
illness  with  fever,  weight  loss,  malaise  and  diarrheas 
which  clinically  may  resemble  Whipple’s  disease."  On 
small  bowel  biopsy,  PAS  positive  diastase  resistant 
macrophages  may  be  present  in  the  lamina  propia. 
Culture  is  needed  for  definitive  diagnosis.  In  some 
patients  MAI  colitis  may  resemble  inflammatory  bowel 
disease  with  abdominal  pain,  bloody  diarrhea  and  an 
edematous  erythematous  friable  mucosa  with  multiple 
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linear  and  oral  ulcerations  seen  on  sigmoidoscopy.’^ 
Treatment  of  MAI  has  been  made  difficult  by  the  f^act 
that  in  vitro  sensitivity  is  unreliable.  As  a result  multiple 
antituberculous  drugs  are  started  in  the  hope  that  the 
organism  will  be  sensitive  to  one  or  more  of  them. 

Salmonella  typhimurium  has  been  described  as  a cause 
of  severe  recurrent  enteritis  and/or  bacteremia  in  4-5%  of 
AIDS  patients.  This  represents  a 20  fold  risk  over  the 
general  population.  The  risk  of  bacteremia  is  higher  than 
that  seen  in  Salmonella  typhi  infections  in  non  AIDS 
patients  and  the  recurrent  pattern  of  infection  despite 
appropiate  therapy  is  in  contrast  to  the  self  limited  nature 
of  the  GI  infection  with  this  organism.’^» 

A number  of  centers  have  described  AIDS  patients 
with  weight  loss,  diarrheas,  malabsorbtion  and  villous 
atrophy  on  small  bowel  biopsy  in  whom  no  bacterial, 
parasitic  or  viral  pathogen  has  been  identified  as  cau- 
sative.” The  term  AIDS  enterophathy  has  been  encoined 
for  that  condition.  This  condition  can  be  encountered  in 
up  to  50%  of  patients  with  AIDS.” 

B.  Neoplastic  Disorders 

The  epidemic  form  of  Kaposi’s  sarcoma  is  present  in 
one  third  of  AIDS  patients  and  visceral  involvement  is 
seen  in  half  of  these  individuals.  Gastrointestinal 
involvement  in  Kaposi’s  sarcoma  in  seen  in  75%  of 
individuals  with  oral  mucosal  lesions  and  approximately 
50%  of  patients  with  skin  lesions  have  oral  mucosal 
lesions.”  Endoscopic  studies  have  revealed  visible  lesions 
on  upper  or  lower  endoscopies  in  approximately  40%  of 
AIDS  patients.  Typically  Kaposi’s  sarcoma  lesions 
appear  as  raised,  sessile,  purplish  or  red  subcutaneous 
nodules.  Visceral  lesions  are  not  usually  symptomatic  but 
have  been  associated  with  a poorer  overall  prognosis. 
Only  about  10%  of  patients  complain  of  frank  or  occult 
bleeding,  diarrhea,  abdominal  pain  or  obstruction.’* 
Submucocal  nodularity  and  infiltrative  irregularity  are 
the  most  frequent  radiographic  findings.  Plaque-like  and 
polypoid  lesions  have  also  been  described. 

Risk  factors  for  Kaposi’s  sarcoma  in  AIDS  patients 
include  a higher  number  of  male  sex  partners  per  year, 
increased  exposure  to  feces  during  sexual  activity,  past 
history  of  veneral  disease,  viral  hepatitis,  illicit  drug 
abuse  and  the  presence  of  high  titers  to  Epstein-Barr  virus 
and  cytomegalovirus. 

The  treatment  for  epidemic  Kaposi’s  sarcoma  has  not 
been  as  successful  as  has  the  non-epidemic  form.  Among 
patients  treated  with  interferon,  only  10%  experienced  a 
complete  and  20%  a partial  clinical  response,  but  there 
has  been  no  long-term  disease  free  survivors.”  Death  is 
usually  due  to  co-existing  opportunistic  infections. 
Tumor-related  deaths  represent  less  than  25%  of  the 
total. 

Squamous  cell  carcinoma  of  the  tongue  and  rectum  as 
well  as  cloaxogenic  and  (associated  to  Herpesvirus)  small 
cell  carcinoma  of  the  rectum  have  been  described  in 
patients  with  AIDS.^° 


Resumen:  El  síndrome  de  infección  intestinal  en  el 

homosexual  se  refiere  a las  diferentes  condiciones 
infecciosas,  traumáticas  o neopiásicas  que  ocurren  en 
pacientes  homosexuales.  Las  prácticas  sexuales  de  esta 
población  explican  la  alta  incidencia  de  condiciones  gastro- 
intestinales encontradas.  El  sistema  gastrointestinal,  el 
más  afectado,  afecta  dos  tercios  de  los  pacientes  con  el 
síndrome  de  ínmunodeficíencía  adquirida.  Además  de  las 
enfermedades  vene  reas  clásicas  estos  pacientes  pueden  pre- 
sentar una  serie  de  patógenos  oportunistas  que  previamente 
se  desconocía  podían  causar  patología  en  los  humanos. 
Estos  pacientes  presentan  un  enigma  tanto  desde  el  punto 
de  vista  clínico  como  terapéutico. 
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Luis  R.  Colón-Rivera,  MD 

Resumen:  Una  niñez  caótica  e inconsistente,  egos 

débiles  y cargados  de  conflicto,  relaciones  objétales 
empobrecidas  y preocupaciones  hipocondríacas  y sadoma- 
soquistas,  son  rasgos  del  contexto  en  el  que  prolíferan  los 
trastornos  ficticios. 

Este  escrito  presenta  el  caso  de  un  trastorno  ficticio 
crónico  en  una  fémina  adolescente.  Se  incluye  un  repaso  de 
la  literatura  reciente  con  atención  particular  a la  compleja 
interacción  psico-socio-dínámica,  los  asuntos  diagnósticos 
que  merecen  consideración  especial  y las  técnicas  terapéu- 
ticas a usarse  en  el  manejo  de  este  grupo  de  desórdenes 
potencialmente  tratables. 

Aun  extremo  en  el  amplio  espectro  de  los  pacientes 
que  somatizan  encontramos  aquellos  con  trastor- 
nos ficticios  (TF).  La  somatización,  es  decir,  la  expresión 
somatosintomática  que  sirve  como  una  manifestación 
simbólica  de  emociones,  adquiere  características  propias 
de  un  estilo  de  vida  en  un  grupo  nutrido  de  seres  humanos 
que,  en  su  intento  desesperado  por  ganar  simpatía, 
atención  y autoestima,  recurren  a una  comunicación 
distorsionada  de  su  malestar.  Es  realmente  impresio- 
nante el  dolor  y el  sufrimiento  que  algunos  de  estos 
pacientes  son  capaces  de  soportar  con  tal  de  ser  atendidos 
por  enfermedades  cuyas  causas  conscientes  ellos  conocen. 
Probablemente,  todos  coincidan  en  el  hallazgo  de  haber 
tenido  una  niñez  caótica  e inconsistente. 

A pesar  de  mayor  divulgación  y experiencia  en  el  reco- 
nocimiento de  los  TF,  todavía  pasan  por  ser  consi- 
derados como  diagnósticos  exóticos  e infrecuentes.'  Sin 
embargo,  autores  recientes  han  señalado  que  la  inciden- 
cia parece  haber  aumentado  y que  son  probablemente 
mucho  más  comunes  que  lo  que  sospechan  los  clínicos 
debido  a que  numerosos  casos  pasan  desapercibidos.'’  ^ 
Todo  lo  anterior,  sugiere  que  los  TF  constituyen  un 
grupo  diagnóstico  creciente  y relativamente  frecuente; 
particularmente  en  hospitales  de  cuidado  terciario. 

Resulta  sorprendente  que  la  literatura  psiquiátrica 
general  haya  prestado  tan  poca  atención  al  estudio  de  los 
TF  en  niños  y adolescentes  considerando  que  la  morbili- 
dad asociada  a estos  casos  se  reduce  considerablemente 
con  un  diagnóstico  y tratamiento  temprano.  Un  repaso 
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somero  de  la  literatura  relevante  en  los  últimos  cinco 
años  (1980-1985)  revela  que  sólo  dos*  de  156  publi- 
caciones se  refieren  específicamente  a un  diagnóstico 
primario  de  TF  en  niños  y adolescentes. 

Igualmente  importante  es  la  escasez  de  trabajos  que 
aborden  la  perspectiva  sistémica  y familiar  a pesar  de  la 
evidente  realidad  de  que  estos  casos  se  dan  en  el  contexto 
de  unidades  familiares  altamente  disfuncionales. 

Otro  aspecto  que  es  motivo  de  discusión  se  refiere  a las 
diferencias  entre  sub  grupos  de  pacientes  con  TF;  diferen- 
cias en  perfil  psicodinámico  y en  grados  de  psicopato- 
logía;  diferencias  en  manejo  terapéutico  yen  pronóstico. 

En  este  trabajo  nos  proponemos  presentar  el  caso  de 
un  TF  crónico  en  una  fémina  adolescente  de  quince  años. 
Presentaremos  atención  al  estatus  actual  de  la  categoría 
diagnóstica  y su  aplicación  al  grupo  de  niños  y adoles- 
centes. Discutiremos  posibles  etiologías,  psicodinámica 
en  lo  individual  y colectivo  y estrategia  terapéutica  a la 
luz  de  una  revisión  de  la  literatura  pertinente. 

Trastornos  Ficticios 

Se  le  llama  trastorno  ficticio  (“Factitious  Disorder”)  a 
toda  aquella  enfermedad  producida  por  la  acción 
humana  deliberada,  ya  sea  con  intención  inequívoca  o 
producto  de  un  estado  alterado  de  conciencia.  Los 
síntomas  pueden  ser  psicológicos  o fisícos.  La  ganancia 
para  el  paciente  y/o  el  médico  puede  no  estar  clara  y la 
motivación  para  la  producción  de  enfermedad  prob re- 
mente entendida  o inconsciente. 

Se  han  identificado  distintos  niveles  de  ejecución.'  El 
primer  nivel  es  aquel  en  el  que  el  paciente  describe  sínto- 
mas fingidos  para  ganar  atención;  por  ejemplo,  un  niño 
se  queja  de  dolor  abdominal  inexistente.  El  segundo  nivel 
incluye  aquellos  casos  en  los  que  se  producen  simu- 
laciones con  señales  observables  de  enfermedad;  por 
ejemplo,  elevación  artificial  de  la  temperatura  de  un 
termómetro  o pinchar  un  dedo  y poner  unas  gotas  de 
sangre  en  una  muestra  de  orina  para  hacer  pensar  en  la 


• Málaga;  Santos;  Suárez;  Miaja;  Fernández  Toral;  Crespo  Munchausen 
Syndrome  in  Children  (carta)  Clin.  Med.  (Barcelona)  1984  Oct.  13; 
83(4):471-2 

Fialkov,  M.J.  Peregrination  in  the  Problem  Pediatric  Patient.  The 
Pediatric  Munchausen  Syndrome?  Clin.  Pediatr.  (Philadelphia)  1984 
Oct.  23  (10):571-5 
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posibilidad  de  hematuria.  El  tercer  nivel  conlleva  la  pro- 
ducción de  un  estado  patofisiológico  auténtico;  por 
ejemplo,  lesiones  de  cualquier  tipo  en  piel,  o tomar  anti- 
coagulantes para  producir  hemorragia,  o inyectarse 
insulina  para  producir  hipoglicemia,  o inyectarse  bacte- 
rias en  la  corriente  sanguínea  para  producir  septicemia. 

Posiblemente  exista  un  correlación  entre  los  niveles  de 
ejecución  y la  severidad  de  la  psicopatología  pues  no 
parece  ser  lo  mismo  mentir  y fingir  un  síntoma  que 
insistir  en  crear  enfermedad  hasta  el  punto  de  exponerse  a 
procedimientos  dolorosos  y peligrosos.  Sin  embargo,  por 
definición,  todo  paciente  con  un  TF  produce  enfermedad 
deliberadamente  aunque  desconozca  su  motivación.  Su 
interés  no  es  otro  que  ganar  estatus  de  paciente.^ 

Es  esencial  que  en  la  evaluación  de  estos  pacientes  se 
utilicen  los  5 ejes  diagnósticos  del  DSM  III  dado  que  el 
espectro  de  psicopatología  es  amplio"*  y el  manejo  y plan 
de  tratamiento  puede  variar  grandemente.*’  ^ ’ 

En  el  diagnóstico  diferencial  de  esta  condición  se  deben 
incluir  simulación  (“malingering”),  histeria  de  conver- 
sión, hipocondriasis,  desorden  de  somatización  y dolor 
psicogénico.  En  el  caso  de  simulación  existe  un  motivo 
explícito  y la  conducta  persigue  una  ganancia  secundaria. 
En  los  otros,  tanto  la  producción  de  enfermedad,  como  la 
motivación  detrás  de  ello  obedecen  a factores  incons- 
cientes.* 

Un  TF  puede  ser  crónico  o atípico  (según  DSM  III). 
Bajo  esta  última  categoría  quedan  incluidos  numerosos 
casos  de  TF  episódico. 

Informe  del  Caso 

Marisol  es  una  joven  de  15  años  que  cursa  el  noveno 
grado  de  escuela  intermedia  en  el  sistema  de  instrucción 
pública;  es  la  tercera  de  cuatro  hijos  y la  mayor  de  dos 
niñas  del  matrimonio  de  Juan  (38)  y Carmen  (35).  Viven 
en  una  pequeña  casa  de  cemento  en  un  sector  rural  de  un 
pueblo  cercano  al  área  metropolitana  de  San  Juan.  Fue 
referida  a nosotros  a través  del  servicio  de  clínicas  de 
continuidad  del  Hospital  Pediátrico  Universitario  luego 
de  que  se  hubiera  sugerido  la  posibilidad  de  que  sus 
quejas  tuviesen  un  “origen  psicosomático”. 

En  una  entrevista  con  una  psicóloga  de  enlace  que 
conocía  y había  seguido  a la  paciente,  supimos,  antes  de 
haber  visto  a Marisol,  que  ésta  se  había  quejado  recien- 
temente de  “sangramiento  rectal”  y que  luego  de  la 
evaluación  de  rigor  los  gastroenterólogos  habían  descar- 
tado patología  orgánica.  Nos  enteramos,  además,  que 
había  un  largo  historial  de  repetidas  hospitalizaciones, 
procedimientos  diagnósticos  invasivo  y cirugías  sin  un 
claro  diagnóstico  final.  Se  nos  hizo  saber  que  habían 
“problemas  familiares”  y que  la  paciente  era  “una  chica 
simpática  e inteligente”  que  había  hecho  “muchas 
amistades  en  el  Centro  Médico”. 

Marisol  vino  acompañada  por  su  madre  para  una 
evaluación  psiquiátrica  ambulatoria.  Nos  pidió  que  per- 
mitiéramos que  estuviera  presente,  acompañándola,  la 
psicologa  que  conocía  el  caso.  Su  madre  se  sonrió  tími- 
damente y permaneció  sentada  afuera  mientras  Marisol 
entró  a la  oficina  algo  retraída,  cabizbaja  y ansiosa.  Lucía 
vestimenta  moderna  y de  mucho  colorido;  prendas  de 
fantasía;  maquillaje  discreto  con  tonalidades  pastel;  pelo 


teñido  de  castaño  rubio  que  contrastaba  con  su  tez 
trigueña  y ojos  negros.  Estableció  poco  contacto  visual  y 
fue  cooperadora,  pero  poco  espontánea.  Su  afecto  tuvo 
poca  fluctuación  y aunque  hubo  asomos  de  una  sonrisa 
tímida  e infantil,  lucía  cansada  y triste.  Su  producción 
verbal  fue  lenta  y escasa  aunque  coherente  y relevante. 
Sus  descripciones  tenían  un  carácter  impresionista  y algo 
circunstancial.  La  temática  de  su  conversación  giró  en 
torno  a sus  mútiples  “achaques”  y al  hecho  de  que  des- 
conocía qué  era  lo  que  tenía,  pues  “después  de  tanto 
tiempo,  cuando  no  es  una  cosa,  es  la  otra...  tiene  que  ser 
algo...” 

Al  preguntársele  sus  deseos  dijo  que  le  gustaría  poder  ir 
a más  fiestas  y visitar  a sus  familiares;  mudarse  a otra  casa 
porque  no  le  gustaba  ni  su  casa,  ni  vivir  cerca  de  su  abuela 
paterna  y habló  de  irse  a vivir  con  una  tía  con  la  que  se 
llevaba  bien.  También  dijo  estar  preocupada  por  su 
segundo  hermano,  Robert,  quien  había  tenido  recien- 
temente un  accidente  de  motora,  no  iba  a la  escuela,  era 
inquieto  y peleaba  mucho.  Se  quejó,  vagamente,  sobre  la 
relación  de  sus  padres  diciendo  que  “mi  pai  no  duerme  en 
casa...  se  va  a andar...  él  dice  que  lo  estaban  tratando  de 
los  nervios...  mami  se  pone  tremenda  y como  ella  está 
todo  el  día  en  casa  quiere  que  yo  también  esté  allí 
metida...  se  la  pasan  discutiendo...  yo  no  sé  cuál  de  los  dos 
molesta  más...”  Su  tono  de  protesta  mezclaba  indiferen- 
cia y apatia  con  hostilidad  y coraje.  Tosía  repetidamente 
cuando  yo  procuraba  clarificar  lo  dicho  por  ella  y en  un 
momento  se  quejó  de  “asfixia”  porque  tenía  “asma”,  a 
pesar  de  que  ésto  no  era  evidente.  Habló  de  tener  “dolor 
en  el  pecho  por  la  tarde...  palpitaciones...  alergia  a la 
sulfa...  dolor  en  el  cuello  y la  cabeza...  piernas  adormeci- 
das”. Le  pregunté  sobre  cómo  dormía  y me  indicó  que 
“más  de  la  cuenta...  a veces  me  acuesto  a las  10  de  la 
noche  y me  levanto  a mediodía...  todavía  con  sueño”. 
Dijo  que  había  rebajado  “un  poco”  porque  “no  tengo 
mucho  apetito”,  y añadió  “debe  ser  por  culpa  de  mi 
enfermedad...” 

Al  preguntar  por  sus  amistades  me  dijo  que  tenía 
muchas  y que  a menudo  tenía  pesadillas  con  ellos,  pero 
que  no  se  acordaba  de  lo  que  soñaba.  Dijo  también  haber 
soñado  con  un  tío  paterno  que  murió  en  un  accidente 
siendo  joven  — “¡qué  pena!”,  terminó  diciendo. 

Al  indagar  sobre  sus  planes  para  el  futuro  me  dijo  que 
le  gustaría  ser  “doctora  de  niños...  pediatra-ortopeda... 
siempre  me  ha  fascinado  eso,  desde  chiquita,  no  sé  por 
qué...”  Antes  de  terminar  la  sesión  le  pregunté  si  le  gus- 
taría volver  para  continuar  nuestra  conversación  y, 
aunque  reservada,  me  contestó  tímidamente  que  haría  lo 
posible.  Yo  le  indiqué  que  me  parecía  que  teníamos 
mucho  de  que  hablar  y que  me  interesaba  poder 
ayudarla.  Ella  miró  a la  psicóloga  que  nos  acompañaba 
buscando  un  gesto  de  apoyo  y,  al  recibirlo,  asintió. 

A partir  de  ese  momento  comenzó  el  lento  proceso  de 
revisión  del  historial  pasado.  Con  algún  esfuerzo  y estre- 
cha comunicación  entre  el  personal  médico,  enfermería, 
trabajo  social,  psicología  y demás  grupo  de  apoyo, 
logramos  recolectar  un  voluminoso  récord  médico  que 
incluía,  no  sólo  el  tratamiento  en  el  Hospital  Pediátrico 
sino  en  otras  dependencias  del  Centro  Médico.  Habla- 
mos con  la  pediatra  a cargo  del  caso  y discutimos  la 
posibilidad  de  un  TF  y la  necesidad  de  mantenerse  alerta 
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para  evitar  procedimientos  innecesarios. 

La  información  que  sigue,  fue  recopilada  de  los  récords 
médicos,  entrevistas  con  la  paciente  y su  madre,  y con  el 
personal  que  ha  intervenido  en  la  evaluación  y trata- 
miento de  Marisol. 

Marisol  no  fue  una  bebé  planificada.  Su  madre  quedó 
encinta  y aceptó  el  embarazo,  su  tercero  después  de  haber 
tenido  dos  varones.  El  curso  del  embarazo  fue  normal. 
Durante  este  tiempo  la  madre  se  enteró  que  su  marido 
tenía  otra  mujer.  El  parto  fue  sin  complicaciones  y la  bebé 
nació  saludable.  Fue  alimentada  con  fórmula.  Durante  el 
primer  año  de  vida  tuvo  varias  infecciones  respiratorias. 
La  madre  alega  que  Marisol  “lo  hizo  todo  rapidito...”:  se 
sentó  a los  3 meses;  gateó  a los  4 meses;  dijo  papá  y mamá 
a los  7 meses;  comió  por  sí  misma  a los  7-8  meses;  caminó 
a ios  9 meses  y supo  ir  al  baño  sola  a los  18  meses.  Su 
madre  trabajaba  durante  el  día  como  conserje  en  una 
escuela  y los  niños  se  quedaban,  los  varones  con  la  abuela 
paterna  y Marisol  con  una  tía  materna.  Su  padre,  un 
obrero  de  construcción,  acogió  contento  a Marisol 
porque  “siempre  quiso  tener  una  nena”,  según  su  esposa. 
A pesar  de  ello,  las  relaciones  entre  marido  y mujer  se 
deterioraban  al  punto  de  que  él  no  dormía  muchas  veces 
en  la  casa  y contribuía  poco  al  sostén  económico  de  la 
familia.  Según  nuestros  informantes  (pues  no  hemos 
podido  reunirnos  con  él),  Juan  no  toma  licor,  no  fuma  y 
no  tiene  vicios  — “excepto  las  mujeres”.  Carmen  dice 
haberlo  soportado  todos  estos  años  para  “salvar  el 
matrimonio”  y,  aunque  dice  haber  sufrido  mucho,  se 
enorgullece  de  haberlo  hecho  sola,  porque  nunca  ha 
querido  que  familiares,  ni  sus  propios  padres  (que  son 
pentecostales)  se  enteran  de  sus  problemas.  Madre  e hija 
dicen  ser  “cristianas  sin  iglesia”. 

En  este  contexto  de  conflicto  irresuelto  y rivalidad 
crónica  crece  Marisol.  Su  tía,  “que  no  tenía  nenes,  venía  y 
se  la  llevaba”.  Dice  Marisol:  “mi  tía  sí  que  es  bien  cari- 
ñosa conmigo”. 

A los  nueve  meses  de  nacida  Marisol  sufre  su  primer 
“ataque”  de  asma  bronquial.  Estos  se  repiten  con  fre- 
cuencia durante  los  primeros  2-3  años  de  vida.  Según  el 
récord  del  Hospital  Pediátrico,  hace  su  primer  visita  a la 
sala  de  emergencia  a la  edad  de  1 año.  Un  año  más  tarde 
fue  vista  por  una  “bronquitis  asmática  que  no  responde  a 
penicilina”.  A la  edad  de  3 años  es  referida  varias  veces 
desde  el  centro  de  salud  de  su  pueblo  con  episodios 
agudos  de  asma  bronquial  — siempre  con  carácter  de 
emergencia.  Incidentalmente,  ésto  coincide  con  el 
embarazo  de  su  madre  y,  posteriormente,  el  nacimiento 
de  su  hermanita.  Cuenta  Carmen  que  a los  4 años  entró  al 
kindergarten  y estuvo  con  asma  un  mes  corrido  por  lo 
cual  permaneció  una  buena  parte  del  tiempo  en  su  casa. 
Durante  el  transcurso  de  ese  año  escolar  cumplió  5 y fue 
hospitalizada  para  removerle  las  amígdalas. 

Al  comenzar  el  primer  grado  el  asma  fue  desapare- 
ciendo. Sus  notas  fueron  sobresalientes,  toda  A y una  B. 
En  segundo  grado  mantuvo  su  promedio  y dice  Marisol 
que  desde  entonces  empezó  a considerar  estudiar  para  ser 
doctora.  El  tercer  grado  fue  igualmente  exitoso.  Ya  en 
cuarto  grado,  a los  9 años,  comienza  a tener  problemas  de 
conducta.  “Peleaba  mucho  con  todo  el  mundo...  ellos  me 
buscaban  y yo  no  iba  a quedarme  dá...”  Sin  embargo, 
mantiene  sus  buenas  notas  hasta  finalizar  el  quinto 


grado.  El  sexto  grado  coincide  con  la  menarquia  y,  como 
suele  ocurrir  en  muchos  jóvenes  al  inicio  de  la  adoles- 
cencia, sus  notas  bajan,  a promedio  de  B.  Curiosamente, 
tanto  Marisol  como  su  madre  recuerdan  los  nombres  de 
los  maestros  y muchas  circunstancias  específicas  de  la 
vida  escolar  de  esos  años.  No  ocurre  lo  mismo  con  otras 
experiencias  en  otras  facetas  de  su  vida.  Ambas  se  refi- 
rieron a los  asuntos  de  familia  con  generalidades  como 
“todo  en  las  mismas”.  Es  de  notar  que  durante  este 
período  no  hay  documentación  en  récord  sobre  visitas  al 
hospital. 

Al  comenzar  la  escuela  intermedia,  a la  edad  de  12 
años,  a sólo  semanas  de  empezar  su  séptimo  grado,  dice 
Marisol:  “Se  me  hinchó  la  barriga  y me  dio  con  eso... 
perdí  mucha  clase...  me  la  pasaba  de  mi  casa  al  hospital... 
me  chequeó  un  especialista  de  las  piernas  y me  dijo  que  no 
tenía  vibración  ni  fuerza...  luego  me  dio  dolor  como  en  el 
vientre  bajo...  ellos  decían  que  no  encontraban  nada...  me 
dieron  antibióticos  y me  ponían  inyecciones  para  el 
dolor...” 

En  parte  por  razón  de  la  enfermedad  de  Marisol,  su 
madre  dejó  el  trabajo  para  dedicarse  a cuidarla.  El  hijo 
mayor  de  la  familia  (Carlos)  se  va  a vivir  con  unos  tíos  y el 
segundo  abandona  la  escuela.  La  niña  más  pequeña  se 
queda  con  la  abuela  paterna.  Su  papá  continúa  visitando 
el  hogar  dividiendo  su  tiempo  con  su  otra  mujer. 

De  acuerdo  al  récord  médico,  las  quejas  comienzan 
con  dolor  en  un  brazo,  sin  hallazgos  radiográficos,  y se  le 
inmobiliza.  El  dolor  migra  hasta  el  cuarto  dígito  de  la 
mano  izquierda,  también  con  radiografía  negativa.  A 
ésto  suceden  múltiples  visitas  con  quejas  que  van  desde 
dolor  abdominal,  debilidad  en  las  piernas,  dolor  en  el 
vientre,  dolor  de  espalda,  “fatiga”,  más  dolores  en  los 
brazos  y dedos,  hasta  ardor  al  orinar  y quejas  de  fiebre  y 
malestar  general.  Es  importante  destacar  que  estas  visitas 
se  hacían  a diferentes  lugares  del  Centro  Médico  y no 
solamente  a la  sala  de  emergencia  del  Hospital 
Pediátrico. 

A pesar  de  lo  anterior,  Marisol  pasa  de  grado  (“sin 
tarjeta”)  no  obstante  sus  múltiples  ausencias.  En  el 
octavo  grado  continúa  el  patrón  de  quejas  múltiples 
hasta  que  es  nuevamente  hospitalizada  con  dolor  en  el 
flanco  derecho  y una  sospecha  de  infección  urinaria  o 
apendicitis.  Los  cirujanos  opinaron  que  se  trataba  de 
“dolor  de  ovulación”.  Regresa  a su  casa  y vuelve  al 
hospital  dos  semanas  más  tarde  con  un  dolor  bajo  de  es- 
palda, lo  cual  se  trata  con  antiinflamatorios  y diazepam. 
El  mismo  dolor  continúa  y entonces  se  sospecha  un  disco 
herniado.  Se  recomienda  un  “sean”  de  huesos  y un 
electromiograma  para  descartar  radiculopatía.  Ambos 
resultaron  negativos.  Semanas  más  tarde  regresa  con 
dolor  en  el  flanco  derecho  con  extensión  a la  pierna  y, 
luego  de  un  período  de  observación,  la  operan  con  un 
diagnóstico  de  apendicitis  crónica  atípica.  El  informe  de 
patología  describe  una  “apéndice  vermiforme”.  Un  mes 
después  de  la  operación  regresa  con  dolor  en  el  flanco 
izquierdo.  Se  hace  una  laparoscopía  que  sugiere  la 
posibilidad  de  adherencias.  Se  recomienda  un  sonograma 
que  es  leído  como  “probable  quiste  de  ovario”.  Estudios 
posteriores  y consulta  con  otros  radiólogos  concluyen 
que  se  trataba  de  una  “colección  de  fluido  en  el  cuide  sac, 
sin  patología”.  Luego  de  quejas  de  disuria  y dolor 
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abdominal  se  evalúa  con  un  pielograma  renal  y una 
enema  de  bario — ambos  negativos.  El  examen  ginecoló- 
gico es  también  negativo.  La  evaluación  por  gastroen- 
terología  descarta  la  posibilidad  de  colitis  o enfermedad 
de  Crohn  luego  de  quejas  de  “sangre  en  la  excreta”. 
Nefrología  sugiere  la  posibilidad  de  una  nefropatía  de 
tipo  inmune  y descarta  el  diagnóstico  luego  de  análisis. 
Reumatología  descarta  también  posible  patología.  Se 
reúnen  entonces  con  radiología  que  opina  que  no  hay 
evidencia  alguna  de  masa  pélvica  o patología  abdominal. 
La  paciente  es  finalmente  enviada  a su  casa  para 
seguimiento  ambulatorio.  Esto  coincide  con  el  final  de  su 
año  académico  correspondiente  al  octavo  grado.  Pasa  a 
noveno  con  promedio  de  C. 

Comienza  el  noveno  grado  en  un  colegio  privado.  Se 
queja  de  dolor  en  el  flanco  superior  izquierdo  y disuria. 
Llega  llorosa  a la  sala  de  emergencia.  El  análisis  de 
orina  revela  hematuria  franca.  Placas  y laboratorios  de 
rigor  son  negativos.  Se  le  pone  un  suero  y se  refiere  para 
evaluación  para  descartar  infección  pélvica  crónica  y 
divertículos  en  el  colon.  Días  más  tarde  regresa  con  dolor 
bilateral  en  los  flancos  y hematuria.  Se  le  manda  un 
sonograma  renal  y un  pielograma  para  descartar  nefro- 
litiasis.  Durante  la  hospitalización  no  se  puede  dar  con  un 
diagnóstico  preciso  y se  contempla  entonces  la  posibili- 
dad de  consultar  para  una  evaluación  psiquiátrica.  Al 
salir  del  hospital,  regresa  a la  escuela  pública  para 
ponerse  al  día  en  los  estudios. 

A través  de  estos  casi  tres  años  de  hospitalizaciones, 
Marisol  se  ha  hecho  popular  entre  el  personal  médico  y 
paramédico.  Recientemente  celebró  su  quinceañero,  hizo 
una  gran  fiesta  y,  además  de  familiares  y amigos,  invitó  a 
un  gran  número  de  sus  conocidos  del  hospital.  Su  “mejor 
amiga”  es  la  hija  de  uno  de  los  empleados  de  la  sala  de 
emergencia.  Un  aspecto  de  considerable  importancia  es  el 
hecho  de  que  su  papá  en  muy  raras  ocasiones  acudió  a 
visitarla  durante  sus  largos  periodos  de  hospitalización. 

No  hay  un  historial  claro  de  enfermedad  mental  en  la 
familia  aunque  parece  haber  problema  de  alcoholismo 
entre  algunos  tíos  y el  abuelo  paterno.  Lo  que  sí  es  evi- 
dente es  el  alto  grado  de  conflicto,  no  sólo  de  la  familia 
nuclear  sino  de  la  familia  extendida. 

Inicialmente,  la  terapia  estuvo  enfocada  en  establecer 
confianza,  entendiéndose  la  necesidad  especial  de  esta 
joven  de  tener  una  relación  consistente.  Le  dimos  mayor 
importancia  a su  vivencia  cotidiana  como  adolescente  y 
se  hizo  un  esfuezo  por  fortalecer  su  habilidad  para  tolerar 
afectos  negativos  sin  que  se  sintiera  amenazada.  Enfati- 
zamos la  necesidad  de  mantenerse  en  contacto  con 
nosotros  si  tenía  que  regresar  al  hospital  por  alguna 
razón.  A pesar  de  haber  visitado  la  sala  de  emergencia  y 
las  clínicas  en  varias  ocasiones  (donde  se  le  han  hecho 
estudios  no  invasivos  y placas  adicionales  por  médicos 
que  no  conocen  el  caso),  no  ha  sido  hospitalizada  en  los 
últimos  8 meses.  Su  pediatra  de  cabecera  ha  estado  en 
contacto  con  nosotros  y fue  ella  quien  confrontó  inicial- 
mente a Marisol  respecto  a la  posibilidad  de  que  los 
síntomas  fuesen  fingidos.  La  respuesta  de  ella  fue  el 
silencio.  Cuando  nosotros  abordamos  el  mismo  asunto, 
obtuvimos  igual  reacción.  Posteriormente,  se  ausentó 
por  tres  semanas  consecutivas  sin  otra  explicación  que 
“tenía  muchas  cosas  que  hacer  y no  tenía  dinero  para  la 


guagua...”  En  general,  su  asistencia  a las  citas  ha  sido 
errática  aunque  se  ocupa  de  informarnos  en  algún 
momento  (generalmente  después  de  su  ausencia)  sobre  su 
situación. 

Ha  expresado  deseos  de  que  sus  padres  “acaben  de 
divorciarse,  si  es  que  lo  van  a hacer...”  “Papi  trata  de  ser 
chévere,  pero  es  un  necio,  un  agusao  sinvergüenza,  pero 
es  mi  pai...  mami  es  buena  y mala,  eso  depende...  yo  no  sé 
ni  cómo  me  siento...  pero  una  madre  es  una  madre,  sólo 
hay  una...” 

En  sesiones  recientes,  Marisol  ha  hablado  sobre  su 
nuevo  novio  y ha  mencionado  que  a lo  mejor  se  va  con  él 
para  Nueva  York.  También  ha  recordado  un  novio  ante- 
rior a quien  quiere  aún  — a pesar  de  que  se  dejaron 
porque  él  no  quería  que  se  pintara  el  pelo.  Es  costumbre 
suya  hacer  relatos  detallados  y su  mamá  alega  que  “es 
medio  cuentista...” 

Durante  entrevistas  con  Carmen,  ésta  lució  deprimida 
y confusa.  Tuvo  interés  en  demostrar  que  es  una  mujer 
responsable  y trabajadora.  Admitió  que  tiene  mucha  riña 
con  Marisol  y que  su  hija  de  12  años  es  “más  tranquila, 
como  yo...”  Dijo  que  ya  era  definitivo  el  divorcio  y que  le 
daba  pena  de  Marisol  “porque  ella  siempre  se  ha  quejado 
de  que  no  sabía  lo  que  era  un  beso  de  pai...” 

Discusión 

Tradicionalmente,  los  casos  de  pacientes  con  TE  han 
creado  grandes  frustaciones  en  el  personal  médico  que  los 
atiende.^’  * Desafortunamente,  la  reacción  de  rechazo 
que  generan  promueve  un  despliegue  aún  mayor  de 
conducta  patológica  con  la  consecuencia  de  mayor  resen- 
timiento en  el  personal,  difamación  del  paciente  e insatis- 
facción general.  No  debe  extrañarnos,  pues,  que  todo 
tipo  de  epíteto  denigrante  haya  sido  usado  para  referirse 
a estos  desafortunados  seres  humanos  que  en  no  pocas 
ocasiones  han  sido  manejados  de  forma  legalista  y 
punitiva.^  Aunque  existe  relativamente  poca  información 
sobre  la  historia  natural  y las  características  clínicas  de 
estos  desórdenes,’  esfuerzos  recientes  han  provisto  un 
cuadro  más  coherente  y sistemático  de  su  fenomenología 
y psicodinámica.  Esto,  probablemente,  nos  permita 
identificar  de  forma  más  adecuada  posibles  modos  de 
intervención  y pronóstico. 

Contrario  a la  impresión  general,  muchos  casos  de  TE 
episódico  y aún  algunos  de  TE  crónico,  mejoran  con 
tratamiento.'.  ’ La  literatura  ha  informado  37  casos  de 
TE  crónicos  en  que  los  pacientes  accedieron  a participar 
en  psicoterapia;  22  de  ellos  continuaron  por  varios  meses 
hasta  un  año  o más  y 10  de  ellos  mejoraron.’  Se  ha  dicho 
que  pueden  ser  capaces  de  formar,  al  menos,  alianzas 
terapéuticas  rudimentarias.’ 

Quizás  el  más  divulgado  y fascinante  ejemplo  de  un  TE 
crónico  es  el  del  Síndrome  de  Munchausen,  descrito  por 
Asher'°  en  1951,  quien  popularizó  en  la  literatura  médica 
el  parecido  del  peregrinaje  de  estos  pacientes  con  las 
famosas  historias  de  Raspe  personificando  al  noble 
alemán  del  siglo  18,  Baron  von  Munchausen. 

A partir  de  la  descripción  original  se  han  reportado 
varios  cientos  de  casos  de  este  síndrome  en  la  literatura 
médica  mundial,  una  cantidad  impresionante  conside- 
rando lo  raro  y resistente  a tratamiento  que  resulta. L ’ Sin 
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embargo,  parece  ser  que  el  esfuerzo  extraordinario  de 
estos  pacientes  por  1.  fingir  enfermedad  hasta  lograr 
admisión  a un  hospital,  2.  fabricar  cuentos  fantásticos 
(“pseudología  fantástica”)  y 3.  viajar  empedernida- 
mente, combina  una  matriz  de  realidad  y fantasía*®  que 
desafia  toda  lógica  y cautiva  a la  audiencia.  Visto  desde 
otra  perspectiva,  este  síndrome  presenta  una  oportuni- 
dad de  estudiar  y aprender  sobre  el  fenómeno  de  la 
somatización  y el  significado  psicosocial  del  concepto 
enfermedad. 

Se  ha  escrito  que  la  mayoría  de  estos  pacientes  repre- 
sentan una  variación  del  llamado  desorden  de  persona- 
lidad fronterizo  (“Borderline”),  con  egos  débiles, 
cargados  de  conflicto  emocional  y pobre  modulación  de 
afecto.  Su  deseo  de  ser  el  centro  de  atención  responde  a su 
necesidad  de  establecer  una  forma  especial  de  relación 
objetal  con  el  personal  médico  en  un  esfuerzo  desespe- 
rado por  recrear  y obtener  control  sobre  traumas  del 
pasado.*^  Así  se  consolida,  temporeramente,  su  frágil  ego 
para  evitar  mayor  desintegración  y colapso  de  una  falsa 
identidad.  Esta  relación  sado-masoquista  es  profunda- 
mente ambivalente  y la  identificación  con  el  médico 
idealizado  en  busca  de  aceptación  va  unida  al  rechazo  y la 
devaluación  del  objeto  amado,  recreando  así  la  escisión 
producida  por  unos  padres  idealizados,  sin  embargo 
distantes,  inaccesibles  y/o  malvados.  Al  engañar  fin- 
giendo enfermedad  el  paciente  se  venga  de  los  objetos  que 
Uega  a percibir  como  figuras  hostiles  que  lo  rechazan. 

Típicamente,  estos  pacientes  han  tenido  una  niñez 
caracterizada  por  haber  sido  maltratados  (física  y/o 
emocionalmente);  tuvieron  experiencias  tempranas  con 
enfermedad  y/o  muerte;  con  frecuencia  han  vivido  fuera 
de  su  hogar,  en  muchos  casos  institucionalizados;  fre- 
cuentemente exhibieron  conducta  antisocial  o delin- 
cuente y generalmente  tuvieron  una  figura  perteneciente 
al  mundo  de  la  medicina  que  sirvió  como  una  relación  de 
importancia  durante  su  niñez.^  Así  vemos  cómo  estos 
individuos  inmaduros  e inteligentes  llegan  a ver  a un 
hospital  como  un  hogar  donde  se  les  atiende  y se  les  cuida 
a pesar  de  sus  dificultades  con  la  intimidad.  El  estar 
enfermos  los  excusa  de  asumir  las  responsabilidades  y 
expectativas  que  exige  la  sociedad. 

En  años  recientes  ha  aparecido  en  la  literatura  el  tér- 
mino “Munchausen  by  Proxy”  para  referirse  a aquellos 
casos  de  TE  crónico  en  niños  que  han  sido  inducidos  por 
sus  madres  como  un  forma  de  abuso  mediante  la  cual  se 
usa  al  niño  enfermo  para  ellas  entrar  al  sistema  de  salud, 
escapar  de  sus  responsabilidades  y negar  la 
realidad — recreando  así  las  circunstancias  de  una 
pérdida  traumática.*^  Las  familias  de  origen  de  estas 
madres  evidencian  fragmentación,  pérdidas  y abuso.  Sus 
propias  familias  están  caracterizadas  por  discordia 
marital,  maridos  periferalmente  envueltos  y enfermedad 
o abuso  de  los  niños.’’  *’ 

Aunque  con  menos  interés,  otros  TE  han  generado 
investigación  y estudio  recientemente.  Esto  es  importante 
por  cuanto  casos  de  menor  severidad  y,  posiblemente, 
mejor  pronóstico  son  más  frecuentes.  A diferencia  de  los 
pacientes  con  el  Síndrome  de  Munchausen,  en  el  que  la 
mayoría  son  hombres  en  proporción  de  2:1,  los  TE  en 
general  ocurren  predominantemente  en  mujeres  jóvenes 
de  alrededor  de  30  años.  La  abrumadora  mayoría  trabaja 


o han  trabajado  en  empleos  relacionados  con  la  profesión 
médica’  y demuestran  interés  en  estos  asuntos  desde  la 
niñez  temprana;  teniendo,  además,  múltiples  preocupa- 
ciones hipocondríacas  y miedos.  Son  inmaduros  y gene- 
ralmente inhibidos  en  sus  relaciones  personales,  espe- 
cialmente en  el  área  de  la  sexualidad.  Algunos  poseen 
temores  genuinos  de  tener  enfermedad.  Tienden  a tener 
conflictos  de  dependencia  y temen  al  rechazo  y al 
abandono.  Los  temas  de  hostilidad,  insatisfacción, 
pérdidas  múltiples,  sufrimiento  y depresión  son  co- 
munes.’’ ’ Sus  quejas  tienden  a ser  crónicas  y su  forma  de 
pedir  ayuda  es  más  pasiva  que  lo  conocido  en  los 
dramáticos  pacientes  con  el  Síndrome  de  Munchausen. 
No  suelen  ser  admitidos  al  hospital  con  el  mismo  carácter 
de  emergencia.  Poseen  más  destrezas  sociales,  pudiendo 
mantener  su  trabajo  e imagen  de  persona  moral  y 
responsable’  a pesarde  su  uso  de  la  represión,  la  negación 
y la  fantasía  maladaptatíva.’ 

Retrospectivamente,  el  historial  de  estos  pacientes 
sugiere  el  inicio  del  TE  en  la  mediana  o tardía  adoles- 
cencia, donde  las  presiones  de  la  sexualidad,  selección  de 
carrera  e independencia  pueden  quebrar  un  ego  frágil. 
Relaciones  familiares  desordenadas  son  comunes,  como 
lo  es  que  provengan  de  familias  grandes  y que  no  hayan 
sido  hijos  deseados.’  Una  temática  dinámica  común  es 
que  sienten  una  responsabilidad  especial  hacia  una 
madre  afectada  a la  que  simultáneamente  resienten  y 
condenan.  En  general,  recibieron  poco  como  niños  y,  al 
igual  que  en  el  Síndrome  de  Munchausen,  frecuente- 
mente están  deprimidos.’’  ’>  **’  *’’  *’ 

En  el  caso  de  la  paciente  que  nos  ocupa  vemos  cómo  a 
la  temprana  edad  de  15  años  hay  criterios  como  para 
sospechar  la  posibilidad  de  un  TE  crónico.  La  gran 
interrogante  es  ¿cómo  salir  de  la  sospecha  para  asegurar 
que  se  trata  de  un  TE?  ¿Cómo  explicar  todos  y cada  uno 
de  los  posibles  diagnósticos  contemplados?  No  hay 
contestación  fácil  y definitiva  y no  es  el  propósito  de  este 
trabajo  discutir  las  sofisticadas  técnicas  que  han  sido 
usadas  para  descubrir  los  engaños.*’’  *^  Basta  con  decir 
que  aún  después  de  haber  confrontado  a los  pacientes  con 
evidencia  concreta  y objetiva,  la  mayoría  niega  haber 
mentido,  fingido  y engañado.’ 

Asumiendo  que  se  trata, de  hecho,  de  un  TE,  cabe  cues- 
tionarse cuándo  y cómo  proceder  con  la  confrontación. 
Algunos  autores  han  sugerido  que  la  confrontación  es 
imprescindible  como  paso  inicial  en  un  manejo  efectivo.’ 
Otros  han  opinado  que  sólo  se  debe  confrontar  a 
aquellos  pacientes  que  pueden  tolerarla  sin  humillación  o 
desintegración  del  ego.*’  ’>  *’  Parece  evidente  que  la 
confrontación  está  indicada  en  la  mayoría  de  pacientes 
con  TE  y que  debe  hacerse  preferiblemente  por  su  médico 
de  cabecera  y no  por  el  psiquiatra;  con  tal  de  mantener 
abierta  la  posibilidad  de  una  alianza  terapéutica.  Si  se 
hace  de  forma  no-punitiva,  se  reconoce  el  dolor  y el 
sufrimiento  humano  envuelto  y se  asegura  apoyo  y 
continuidad  en  el  tratamiento,  muchos  mejoran  — ya  sea 
deteniendo  su  conducta  impropia  o haciéndose  accesibles 
a psicoterapia.  No  podemos  pasar  por  alto  las  debidas 
consideraciones  éticas  a lo  largo  de  este  proceso.** 

En  general,  el  pronóstico  mejora  en  aquellos  pacientes 
con  cuadros  depresivos  endógeno mórfícos  que  son  tra- 
tados con  antidepresivos.  Recientemente  se  ha  informado 
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sobre  el  posible  rol  diagnóstico  del  DST  en  un  subgrupo 
de  éstos.”  Por  el  contrario,  aquellos  con  psico patología 
caracterológica  severa  parecen  ser  los  de  peor  pronóstico. 

Entendiendo  que  los  síntomas  ficticios  representan 
una  comunicación  metafórica  relacionada  con  el  estado 
de  sus  relaciones  objétales’  (como  lo  pueden  ser  los 
sueños  o el  juego  de  fantasía  de  un  niño),  comprende- 
remos la  necesidad  de  trabajar  en  la  transferencia  la 
dinámica  de  la  dependencia.  Sospechamos  que  una 
madre  abrumada  y con  necesidades  afectivas  insatis- 
fechas y un  marido  distante  y antagonista  culminan  por 
proyectar  su  angustia  y ambivalencia  sobre  un  niño 
vulnerable  e incapaz  de  coordinar  e integrar  la  ambi- 
güedad. Esto  genera  un  círculo  vicioso  de  coraje  y una 
relación  dependiente  y hostil  en  la  que  no  se  da  la  fusión 
afectiva  esencial  para  el  desarrollo  de  la  autonomía,  auto- 
estima y el  sentido  de  realidad  personal  o identidad.  Es  en 
esta  vivencia  social  que  se  gestan  los  sentimientos  depre- 
sivos y que  sobresale  el  pánico  ante  la  posibilidad  de 
abandono.  De  ahí,  la  necesidad  de  ubicarse  en  la  perspec- 
tiva sistémica-familiar  para  comprender  las  agendas  e 
intervenir  más  eficazmente  en  la  terapia. 

Resulta  imprescindible  identificar  tempranamente 
estos  desórdenes  porque  representan  gran  sufrimiento  y 
altos  costos  para  el  sistema  de  salud.  El  reconocimiento 
debe  comenzar  por  la  base;  es  decir,  por  la  atención 
médica  primaria.  El  médico  de  familia  tiene,  pues,  que 
mantenerse  alerta  ante  la  posibilidad  de  un  TF.”  De  igual 
forma,  los  niveles  de  atención  secundaria  y terciaria 
deben  prestar  importancia  al  significado  de  la  enfer- 
medad tanto  como  a la  propia  enfermedad.  Los  factores 
intrapersonales,  interf)ersonales,  socioculturales,  que 
contribuyen  a un  esfuerzo  integrador,  son  con  frecuencia 
desplazados  en  importancia  en  favor  del  reduccionismo 
científico,  la  evidencia  objetiva  y la  tecnología.”»  ” Hacer 
un  buen  historial  y escuchar  detenidamente  lo  que  dice  el 
paciente  no  es  subjetivo  o inferior  como  método  sistemá- 
tico de  investigación. 

En  el  caso  que  acabamos  de  presentar  nos  enfrentamos 
a la  realidad  patética  de  que  por  tres  años  esta  joven  ha 
peregrinado  por  un  complejo  hospitalario  sometiendo  al 
personal  y exponiéndose  a procedimientos  y tratamien- 
tos innecesarios  sin  que  en  momento  alguno  (hasta 
recientemente)  se  hubiesen  explorado  sus  sentimientos  y 
los  de  su  madre.  Como  ha  quedado  bien  documentado  en 
varios  casos  del  llamado  “Munchausen  by  Proxy””  la 
interacción  dinámica  de  factores  somáticos  y psicoló- 
gicos entre  niño  y madre  produce  cuadros  patológicos 
complejos.  Aunque  nos  inclinamos  a pensar  que  esta 
paciente  tiene  un  TF  crónico  con  gran  parecido,  pero 
posiblemente  no  tan  severo  como  el  síndrome  de 
Munchausen,  reconocemos  la  similitud  de  algunas  cir- 
cunstancias con  casos  de  “Munchausen  by  Proxy”  en  los 
que  la  madre  promueve,  activa  o pasivamente,  la 
conducta  ficticia  para  tener  acceso  al  sistema  de  salud  y 
apoyo.  Por  lo  acontecido  hasta  el  momento  de  este 
informe,  nos  parece  que  no  podemos  subestimar  las  for- 
talezas psicológicas  que  poseen  tanto  Marisol  como  su 
madre  en  vista  de  que  tras  la  confrontación,  clarificación, 
educación  y apoyo  han  respondido  con  ajustes,  y estilos 
de  comunicación  algo  más  saludables. 

Sería  prudente  mantener  un  ojo  avisor  sobre  la  evolu- 


ción de  los  rasgos  narcisistas,  la  fachada  de  pasividad  e 
indiferencia  y los  síntomas  depresivos  (distímicos)  que 
tras  de  sí  contienen  tanta  agresión  y coraje.  Es  menester, 
por  lo  tanto,  garantizar  la  continuidad  de  tratamiento 
creando  un  grupo  de  apoyo  coordinado  que  cuente  con 
participación  de  pediatría,  psiquiatría,  psicología,  tra- 
bajo social  y hasta  servicios  legales,^®  de  ser  necesario. 

A medida  que  sepamos  más  sobre  el  curso  clínico  de 
estos  desórdenes,  estaremos  mejor  preparados  para  una 
intervención  efectiva.  Todo  tiende  a señalar  que  podemos 
identificar  a tiempo  los  patrones  de  conducta  y factores 
de  riesgo  asociados  al  desarrollo  de  los  TF.  Es  por  ello 
que  debemos  estar  atentos  a las  edades  de  la  niñez  y, 
particularmente,  a la  adolescencia;  porque,  lejos  de  ser  un 
diagnóstico  esotérico,  el  TF  existe  y es  reconocible  en  esta 
población.  Tenemos  la  responsabilidad  de  estar  infor- 
mados y alerta  ante  tal  posibilidad. 

Conclusión 

Hemos  discutido  el  caso  de  una  joven  adolescente  con 
un  TF  crónico.  Se  ha  hecho  un  repaso  de  la  literatura  con 
el  fin  de  precisar  el  uso  de  la  nomenclatura  pertinente, 
fenomenología,  posibles  explicaciones  psicodinámicas  y 
manejo  terapéutico. 

La  tarea  principal  que  nos  concierne,  es  el  reconoci- 
miento temprano  de  estos  desórdenes  que  constituyen 
una  estrategia  psíquica  de  defensas  patológicas.  Contra- 
rio a la  impresión  general,  estos  pacientes  buscan  ayuda  y 
pueden  resultar  accesibles  a tratamiento. 

El  impacto  de  los  cambios  de  la  adolescencia  puede 
hacer  a este  grupo  particularmente  vulnerable.  Es 
esencial  una  evaluación  de  la  familia  y el  contexto  social 
de  los  pacientes.  No  podemos  olvidar  que  la  salud  y la 
enfermedad  son  fenómenos  sociales. 

Abstract:  A chaotic  and  inconsistent  childhood,  weak 

and  conflict-charged  egos,  impoverished  object  relations, 
sado-masochistic  and  hypochondriacal  preoccupations  are 
all  features  of  the  context  in  which  factitious  disorders  pro- 
liferate. 

This  paper  presents  the  case  of  a chronic  factitious 
disorder  in  a female  adolescent.  A review  of  recent  litera- 
ture is  included  with  particular  attention  to  the  complex 
psycho-social  dynamics,  special  diagnostic  issues  and 
therapeutic  guidelines  to  follow  in  the  management  of  this 
potentially  Hr.eatable  group  of  disorders. 
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DISPENSARIO  MEDICO  NECESITA 
MEDICOS  ESPECIALISTAS 
PARA  HACER  CLINICAS  EN  LAS 
SIGUIENTES  ESPECIALIDADES: 
OFTALMOLOGIA,  OBSTETRICIA  Y 
GINECOLOGIA,  UROLOGIA, 
DERMATOLOGIA  Y PEDIATRIA. 

ENVIAR  RESUME  A: 
CLINICAS 
APARTADO  312 
DORADO,  P.R.  00646 

Para  información  adicional,  llamar  al 
(137)  796-3693  - 785-3282 


SE  ALQUILA  OFICINA  MEDICO 

En  el  International  Shopping  Center 
(Antes  Laguna  Gardens  Shopping  Center) 
frente  al  aeropuerto. 

Hay  varios  médicos  en  el  edificio,  al  igual 
que  oficina  de  Rayos  X y Laboratorio  Cl  mico. 
Para  información  Tels. : 

727-4873  (A.M.)  - 791-32625  - 791-3348  (P.M.) 


Background 

music. 

Is  more  than 
good  music. 

It’s  a pleasant  atmosphere 
provides  a calm  environment 
and  stress  control. 

Now  with  this  service  you  can 
provide  your  patients  no  initiall 
cost,  and  only  a moderate 
monthly  fee. 

Also  intercom  systems  available. 


For  more  information  call: 

723-4195  — 747-1858 
843-5770 
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A successful  bank 
is  an  essential  partner 
In  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
finonciol  services  your  success  demonds; 

Efficiency  in  operations  unequal  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 


We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world, 


Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  coll  our  Institutional 
Banking  Group  at  (809)  761-2527. 


BANCO  K PONC6 

Un  poso  adelante...  {siempre! 

Member  F.D.I.C.  atxJ  Federal  Reserve  System 


Special  articles 

Sudden  Infant  Death  Syndrome  (SIDS)* 

The  Sudden  Infant  Death  Syndrome  (SIDS),  also 
known  as  crib  death,  is  defined  as  the  sudden  and 
unexpected  death  of  any  infant  that  cannot  be  explained 
by  prior  medical  history  or  careful  postmortem  examina- 
tion. A worldwide  problem,  SIDS  remains  the  leading 
cause  of  death  in  American  children  ages  1 to  12  months. 
The  estimated  national  incidence  of  SIDS  is  between  1.5 
and  2.0  cases  per  1,000  live  births,  which  accounts  for  the 
loss  of  5,000  to  6,000  infants  annually.  Most  of  these 
babies  die  quietly  during  what  are  considered  normal 
sleep  periods.  Because  there  are  no  specific  symptoms  yet 
identifiable  with  SIDS,  SIDS  cannot  be  predicted  and, 
therefore,  cannot  be  prevented. 

Many  hypotheses  have  been  advanced  to  explain 
SIDS,  but  the  exact  causes  of  this  syndrome  remain 
elusive.  Scientists  have  ruled  out  choking,  neglect,  infec- 
tion, and  heredity  as  probable  causes,  and  today  believe 
that  multiple  factors  rather  than  a single,  common  one 
are  involved  in  SIDS. 

The  National  Institute  of  Child  Health  and  Human 
Development  (NICHD)  has  the  primary  Federal  respon- 
sability  for  reasearch  on  SIDS.  Because  of  the  suspected 
implication  of  the  nervous  system  in  SIDS,  the  National 
Institute  of  Neurological  and  Communicative  Disorders 
and  Stroke  joined  the  NICHD  in  its  quest  to  unravel  the 
SIDS  mystery. 

The  objectives  of  NICHD’s  SIDS  program  are  to 
(1)  identify  characteristics  of  infants  at  risk  of  becoming 
SIDS  victims,  (2)  understand  the  causes  and  mechanisms 
of  sudden  death,  and  (3)  explore  preventative  approa- 
ches to  the  syndrome.  NICHD’s  research  emphasis  has 
been  both  epidemiological  and  biomedical.  Tlie  studies 
are  sponsored  by  the  Institute’s  Center  for  Research  for 
Mothers  and  Children  and  the  Epidemiology  and 
Biometry  Research  Program. 

Epidemiological  Research 

Study  of  Sudden  Infant  Death  Syndrome  Risk  Factors 
in  an  effort  to  establish  a profile  of  infants  at  risk  for 
SIDS.  Six  medical  centers  across  the  United  States  parti- 
cipated in  this  retrospective  study.  Personal  interviews 


Special  Report  of  the  Congress  of  the  United  States  of  America  from 
the  National  Institute  of  Child  Health  and  Human  Development,  National 
Institutes  of  Health 


were  conducted  with  the  mothers  of  more  than  800 
infants  who  had  died  of  SIDS,  and  mothers  of  approxi- 
mately 1,600  live  infants  born  in  the  same  months  as  the 
SIDS  victims.  Through  these  interviews,  extensive  data 
were  gathered  on  the  medical  and  personal  histories  of 
the  infants  and  parents. 

Information  based  on  data  from  the  first  400  SIDS 
cases  and  their  matched  controls  was  reported  last  year. 
During  1985,  the  complete  data  set  was  reviewed,  and  the 
final  results  of  the  survey  were  tabulated.  The  following 
profile  of  an  infant  at  risk  for  SIDS,  which  emerged  from 
the  study’s  preliminary  findings,  was  confirmed  this  year: 
In  90  percent  of  the  SIDS  cases,  the  infants  were  less  than 
6 months  old;  nearly  60  percent  were  boys;  24  percent 
weighed  less  than  5 1/2  pounds  at  birth;  and  32  percent 
were  born  to  teenage  mothers.  Black  infants  were  found 
to  be  more  than  twice  as  likely  as  white  babies  to  succumb 
to  SIDS. 

Also  this  year,  a special  analysis  was  targeted  on  the 
question  of  SIDS  and  DTP  (diphtheria,  tetanus,  and 
pertussis)  vaccination.  Most  children  routinely  receive  a 
series  of  DTP  inoculations  beginning  when  they  are  2 
months  old.  Some  recent  reports  have  suggested  a link 
between  the  DTP  vaccine  and  SIDS.  Based  on  an  in- 
depth  nationwide  analysis  of  716  SIDS  cases,  NICHD 
epidemiologists  found  that  only  40  percent  of  the  SIDS 
victims  had  received  DTP  shots.  In  control  groups  of 
living  children  matched  in  age,  race  and  birth  weight  with 
the  SIDS  infants,  the  analysis  found  that  55  percent  of  the 
babies  had  received  the  DTP  vaccine.  Thus,  this  study 
provides  strong  evidence  that  there  is  no  link  between 
DTP  vaccination  and  SIDS. 

An  NICHD-supported  study  is  currently  examining 
data  collected  in  a British  multicenter  SIDS  study.  Tape 
recordings  were  made  of  9,000  infants’  cardiac  and  respi- 
ratory functions.  The  infants  were  then  followed  to  see 
how  many  died  of  SIDS.  By  analyzing  the  tapes,  it  may  be 
possible  to  determine  if  specific  differences  can  be  found 
between  the  SIDS  victims  and  the  survivors.  If  abnorma- 
lities can  be  detected  in  these  infants — all  of  whom  were 
less  than  3 weeks  old  at  the  time  the  recordings  were 
made — then  the  possibility  of  preventing  SIDS  could 
become  a reality. 

Biomedical  Research 

The  NICHD’s  Center  for  Research  for  Mothers  and 
Children  supports  the  extramural  research  program  on 
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SIDS  at  the  NICHD.  This  includes  the  collection  of  data 
on  SIDS  infants,  and  the  support  of  research  in  animals 
whose  early  development  and  response  mechanisms  are 
similar  to  those  in  humans. 

During  1985,  NICHD-funded  investiga  torts  continued 
to  explore  how  early  central  nervous  system  development 
relates  to  the  maturation  of  the  circulatory,  respiratory, 
and  neurologic  functions  essential  for  an  infant’s  adapta- 
tion to  life  outside  the  womb.  Control  of  respiration  by 
the  central  nervous  system  has  been  a particular  area  of 
intensive  SIDS  research.  Because  premature  infants — a 
high  risk  group  for  SIDS — have  frequent  episodes  of 
sleep  apnea  (periodic  cessation  of  breathing  during 
sleep),  understanding  the  cause,  effect,  and  consequences 
of  abnormal  breathing  patterns  in  young  infants  may 
help  to  clarify  the  possible  role  of  respiration  in  SIDS. 

NICHD  grantee  Edward  E.  Lawson,  at  the  University 
of  North  Carolina  at  Chapel  Hill,  used  cats  and  piglets  as 
models  to  study  respiration  in  newborns.  Dr.  Lawson 
monitored  the  animals’  responses  to  oxygen  deficiency  in 
order  to  understand  what  might  occur  in  infants  under 
similar  conditions.  Preliminary  measurements,  carried 
out  with  a novel  and  sophisticated  technique,  suggest  that 
changes  in  the  pH  of  the  brain  stem  (the  part  of  the  brain 
that  connects  to  the  spinal  cord)  could  be  responsible  for 
reduced  rate  and  depth  of  breathing  in  newborns.  This 
pH  pattern  was  an  unexpected  finding,  and  is  currently 
being  examined  further. 

Studies  by  grantee  Bradley  T.  Thach  and  his  associates 
at  Washington  University  in  St.  Louis,  Missouri,  investi- 
gated the  effect  of  postfeeding  regurgitation  on  the 
breathing  patterns  of  infants  with  histories  of  prolonged 
apnea.  Using  rabbits  as  an  experimental  model,  this 
research  team  showed  that  apnea  may  occur  when 
stomach  material  reaches  specific  sites  present  in  the 
body’s  upper  airway  passages  and  normal  protective 
mechanisms — such  as  closure  of  the  larynx  and  coordi- 
nated swallowing — are  not  functioning. 

David  M.  Morens  at  the  University  of  Hawaii  has 
focused  on  a specific  virus  (dengue  virus)  as  a useful 
model  for  studying  how  infants  might  defend  themselves 
against  a viral  infection.  In  the  tropics  and  subtropics, 
dengue  virus  cases  an  acute  illness  characterized  by  fever, 
joint  and  muscle  pain,  and  headache.  However,  in 
Southeast  Asia,  children  who  had  been  infected  by  one 
strain  of  dengue  develop,  when  infected  by  another  strain 
of  the  virus,  a more  serious  and  often  fatal  hemorrhagic 
form  of  the  disease. 

Dengue  shock  syndrome  in  infants  has  a nearly 
identical  age  incidence  curve  to  that  of  SIDS.  While  the 
two  syndromes  present  different  clinical  pictures,  an 
analogous  mechanism  to  that  thought  to  be  operating  in 
dengue  may  be  postulated  for  SIDS  with  regard  to 
common  respiratory  virus  infection. 

Under  a Small  Business  Innovation  Research  Grant, 
James  A.  Walls  of  Biodyne,  a company  located  in  Orange, 
Connecticut,  has  developed  a refined  motion-sensitive 
apnea  monitor  which  can  detect  apneic  periods  with 
greater  sensitivity  and  consistency  than  previous  alarm 
systems.  The  use  of  home  apnea  monitors  for  children  at 
high  risk  for  SIDS,  and  the  possible  role  of  home  moni- 
toring in  the  prevention  of  SIDS  and  its  effect  upon 


family  life , will  be  the  subject  of  a conference  to  be  held  at 
the  NIH  in  September  1986 

NICHD  intramural  scientists  currently  are  conducting 
a project  that  is  closely  connected  to  SIDS  research. 
Dr.  Joan  L.  Caddell,  a guest  researcher  at  NICHD, 
studied  magnesium  (Mg)  deficiencies  in  premature 
newborns  with  underlying  respiratory  distress.  Her 
retrospective  review  showed  that  infants  given  Mg 
supplements  had  no  recurrence  of  apnea,  while  untreated 
babies  suffered  a significant  number  of  recurrent  apnea 
episodes  that  required  hospital  readmission.  Dr.  Caddell 
plans  a prospective  study  of  Mg  supplementation  in 
infants  in  the  near  future. 

During  the  past  year.  Dr.  Caddell  also  studied  Mg 
deficiency  syndrome  in  very  young  rats  to  try  to  clarify 
the  role  this  substance  plays  in  humans.  She  found  that 
administration  to  normal  rats  of  the  same  diuretic  that  is 
commonly  give  to  babies  with  respiratory  distress  caused 
the  animals  to  lose  excessive  amounts  of  Mg.  Her 
research  also  showed  that  slight  auditory  stimuli 
provoked  steep  increases  in  adrenaline  levels  of  Mg- 
deficient  rats,  but  had  no  effect  on  adrenaline  levels  in 
Mg-fed  animals.  Such  stimuli  also  caused  seizures  and 
death  in  Mg-deficient  rats.  At  autopsy,  the  surfaces  of  the 
animals’  lungs  showed  small  hemorrhagic  spots  (petechiae) — 
an  important  common  diagnostic  finding  in  SIDS. 

Outlook  for  the  Future 

During  the  coming  year,  SIDS  researchers  will 
continue  to  explore  the  early  development  of  the  central 
nervous  system.  New  techniques  will  be  employed  to 
further  investigate  tissue  alterations  in  SIDS  victims — 
particularly  in  the  lungs  and  brain  stem. 

It  is  hoped  that  ongoing  studies  will  improve  our 
understanding  of  the  processes  that  may  be  involved  in 
SIDS,  and  help  to  uncover  the  causes  of  this  disorder 
leading  to  the  development  of  therapeutic  and/or  preven- 
tive interventions. 

A contributing  factor  to  Sudden  Infant  Death 
Syndrome  (SIDS)  may  be  abnormal  functioning  of  the 
central  nervous  systems.  The  National  Institute  of 
Neurological  and  Communicative  Disorders  and  Stroke 
(NINCDS)  supports  a number  of  research  grants  on  the 
basic  mechanisms  of  central  nervous  system  dysfunction, 
some  of  the  related  to  SIDS. 

NINCDS  grantee  Dr.  Melissa  M.  Hines  at  the  Univer- 
sity of  California  at  Los  Angeles  is  examining  how  neuro- 
transmitters can  change  the  way  hormones  influence  the 
developing  central  nervous  system.  This  year  she 
demonstrated  in  the  rat  fetus  what  may  be  the  first 
instance  of  a neurotransmitter  altering  the  hormone- 
related  development  of  a neural  structure.  This  discovery 
may  help  explain  why  the  immature  nervous  system 
sometimes  malfunctions,  information  that  could  be 
relevant  to  SIDS. 

To  understand  how  the  neonatal  brain  can  be 
damaged,  NINCDS  grantee  Dr.  Joseph  F.  Pasternak  of 
the  Evanston  Hospital  in  Evanston,  Illinois,  is  studying 
the  effects  of  reduced  oxygen  and  low  blood  pressure  on 
brain  blood  flow  and  metabolism  in  puppies.  This  year 
Dr.  Pasternak  made  the  first  quantitative  measurements 
of  brain  glucose  metabolism  in  puppies  younger  than  72 
450 


1 


Sudden  Infant  Death  Syndrome  (SIDS) 


Bol.  Asoc.  Med.  P.  Rico  - Octubre  1986 


hours,  the  age  at  which  puppies  are  most  likely  to  suffer  a 
brain  hemorrhage.  He  and  his  colleagues  have  also  found 
preliminary  evidence  that  oxygen -starved  blood  causes 
greater  metabolic  damage  to  the  hemispheres  of  the  brain 
than  to  the  brain  stem.  Dr.  Pasternak’s  group  is 
measuring  brain  blood  flow  in  puppies  and  examining 
structural  differences  in  brain  blood  vessels  that  could 
make  certain  brain  areas  more  vulnerable  than  others  to 
injury. 

These  basic  studies  are  providing  fundamental  infor- 
mation about  nervous  system  function,  and  are  building 
the  basis  for  improved  understanding  of  the  neurological 
processes  that  may  be  involved  in  SIDS. 


SE  VENDE  CASA  EN  PALMAS  DEL  MAR 

(A  precio  de  oportunidad) 

Por  embarcar  urge  vender  preciosa  residencia 
Tiene  4-1  /2  habitaciones  (todas  con  aire  acondi- 
cionado) y terrazas  dobles  con  un  enorme  y 
bello  patio  con  36  variedades  de  frutas  e injertos 
tiene  también  jardines  y fuentes  interiores,  y 
todos  los  closets  en  espejos  corredizos. 

RECIEN  DECORADA  Y CON  MUCHAS 
MEJORAS  Y AMPLIACIONES. 

(GRAN  OPORTUNIDAD) 

PRECIO  TOTAL  $129,000.00 
(Aceptamos  Oferta  Razonable) 

Villa  Franca  A-H  -18,  Palmas  del  Mar 
Humacao,  Puerto  Rico 

Tels.:  767-3166  / 763-0473  - Res.  850-7374 


MEDICOS  DE  FAMILIA 


• IJ  usca  usted  la  satisfacción 
¿ U propia  en  ver  que  la  prestación 
^e  sus  servicios  médicos  influye 
en  gran  medida  en  la  vida  de  sus 
pacientes  o en  el  nivel  de  vida  de  la 
comunidad?  ¡Bueno,  esta  es  su  opor- 
tunidad para  atender  a pacientes 
que  realmente  necesitan  de  su  ayuda! 

Actualmente,  existen  en  las  ciuda- 
des comunidades  que  no  reciben  las 
prestaciones  medicas  que  necesitan, 
ya  sea  en  lugares  a orillas  de  las 
carreteras  y en  lugares  apartados, 
desde  el  Estado  de  Maine  hasta  el 
sur  del  Estado  de  California.  Doctor, 
los  hospitales,  las  clínicas  y los 
centros  de  salud  en  estos  lugares 
necesitan  de  su  ayuda. 

Tanto  el  Cuerpo  Nacional  de 
Servicios  de  Salud  como  el  Servicio 
Indígena  de  la  Salud,  le  ofrecen  a 
usted  la  oportunidad  de  convertirse 
en  un  médico  que  influya  en  la 
comunidad. 


Haga  una  verdadera 


^ Usted  tendrá  garantizados  un 
\r  salario  y vacaciones  pagadas 
sin  tener  que  incurrir  en  grandes 
gastos  ni  en  gastos  de  seguro  contra 
demandas. 


^ Usted  puede  tener  la  oportuni- 
dad  de  ser  miembro  de  una 
nueva  práctica  privada  en  un  lugar 
distinto  del  país,  que  realmente  lo 
necesita. 


Si  usted  es  un  médico  de  familia 
que  está  certificado  por  la  Junta  o es 
considerado  elegible  por  la  Junta,  y 
busca  una  aventura,  un  poco  más  de 
libertad  y una  gran  oportunidad 
para  influir  en  los  pacientes  que 
más  lo  necesitan,  comuniqúese  con: 


Recruitment  Program 
Suite  600  (H-1) 

8201  Greensboro  Drive 
McLean,  VA  22102 


o 

llame  al  (800)  227-9393 

(703)  821-9855  (en  VA) 


El  Cuerpo  Nncionnl  ile  Servicios  de  Salud  u el  Servicio 
¡tidijteiia  de  la  Salud  son  empleadores  ¡iue  ofrecen 
ijtualdad  de  oportunidad  a los  Irahaiadores. 


Departamento  de  Salud  y de  Servicios 
Humanos  de  los  Estados  Unidos. 

Servicio  de  Salud  Pública 

Oficina  de  Recursos  y Servicios  de  Salud 


contribución  a la  salud  de  la  comunidad 
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¡Seguro  que  sí! 


Aumente  su  I.RA  convirtiéndola  en 
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Sello  de  Pago  Colector 


Numero  Control  de  Recibo 


Gane  hasta 


10.25% 


de  rendimiento  efectivo 
anual  con  Triple  I R A. 
para  el  1985 


Triple  I.R.A.  tres  veces  exenta 


1.  Depósitos  exentos  de 
contribuciones  hasta  el 
máximo  permitido  por  ley. 


2.  Intereses  exentos  de 
contribuciones  para  que 
su  inversión  crezca  más 
rápido. 


3.  Al  cumplir  los  60  años, 
puede  retirar  su  dinero 
sin  pagar  contribuciones 
sobre  el  ingreso  exento 
generado. 


¡Con  Triple  I.RA.  de  Seguros  de 
Vida  Triple-S,  Inc.  usted  no  paga 
contribuciones,  ahora  ni  en  el 
futuro,  sobre  los  ingresos  exentos 
generadosi 

Abra  su  Triple  I.R.A. 
hoy  mismo 

Así  los  depósitos  deducidles 
de  su  planilla  del  1985  ganan 
hasta  10.25%  de  rendimiento 
efeaivo  anual  por  los  próximos 
10  años. 


Transfiera  su  I.R.A. 
hoy  mismo 

Para  transferir  su  I.RA. 
a Seguros  de  Vida 
Triple-S,  Inc.  pase  por  nuestras 
oficinas  y uno  de  nuestros 
atentos  oficiales  le  orientará 
sobre  los  trámites. 


rVTRIPLE-S^ 


Obtenga  ventajas 
contributivas  que  aseguran 
su  futuro  abriendo  su 
Triple  I.RA.  de  Seguros 
de  Vida  Triples,  Inc. 


SEGUROS  DE  VIDA  TRIPLE-S,  INC. 

Para  más  información  llame  al  753-7550  y solicite  un  oficial  de  Seguros  de  Vida  Triple-S,  Inc. 


Thank  you  for  your  loyal  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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There’s  never  been 
a better  time  for  her. . . 
and 

PREMARIN* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month;  '‘The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARDM* 

(Conjugated  Estrogens  Tablets) 


i 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 

PREMARBM® 

(Conjugated  Estrogens) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN»  Brand  ol  conjugated  estrogens  tablets  ySP 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  m 
postmenopausal  women  exposed  to  exogenous  estrogens  for  rnore  than  one  year 
dent  of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  sre  fu^e  suppor^^^^^^^ 
linding  that  incidence  rates  of  endometriauancer  have  1^ 

The  three  case  control  studies  reported  that 
the  risk  ot  enoomeiriai  cancer  in  esnuyen  ui.e,i,  «eo  c„.u,  d to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dosedn  view  of  these  f ndings,  when 
estrooens  are  used  tor  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  contro  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatrnent  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  ''iff. 

tor  continued  therapy,  Amough  the  evidence  must  be  considered  preliminary  one  study  suggests  tha 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administrat  on,  it 
Werefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  '*'9^''  '^kmg 
estrooens  Is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
tharnaturar  estrogens  are  more  or  less  hazardous  than  ’synthetic  estrogens  at  equiestrogenic  doses, 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANtÍY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  V P'eghancy  may  seriously 
damaoe  the  oftsorinq  It  has  been  shown  that  females  exposed  in  útero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures^ 
Furtherrnore  a high  percentage  ot  such  exposed  women  (from  30%  to  90 /o)  have  been  found  to  have 
vaoinal  adenosis  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
be™n  it  IS  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would 

reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  conpen  tal 
anomalies,  including  congenital  heart  defects  and  limb  reduction  detects  Dne  case  control 
a 4 7-told  increased  risk  ol  limb  reduction  defects  in  infants  exposed  in  útero  to  sex  hormones  oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment >, 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past  teihale 
sex  hormohes  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
?s  considerable  rvidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  frorn 
well  controlled  studies  that  progestogens  are  effective  tor  these  uses 

pregnancy  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION'  PREMARIN  (conmgated  estrogens,  USP)  contains  a mixture  ot  estrogens  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  ™tes 

urme  It  contains  estrone,  equilin,  and  ITa-dihydroequilin,  together  with  smaller  amounts  of  17a^estradiol 
equilenin , and  17a-dihydroequilenin  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0 ^ “^^^5  mg,  ° 9 

nig,  1 25  mg,  and  2 5 mg  strengths  ot  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 

INofd'ATIoSilS  Xnd'uSAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP):  ^''“berateTo-severe  vasomotor 
svmotoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 

SfSe'^p'R^^^’fRir'ArN^áT^B^^r^^^ 

Studies  of  the  addition  ot  a progestin  tor  7 or  more  days  ot  a cycle  ot  estrogen  sbrnimstration  have  reported  a 
lowered  ihcidehce  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  ehdometrium 
sudoesl  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrmm  and  to 
elimmL  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  ^ ™ 

been  clearly  esiSilished  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
pro  estin  in^sTrogen  replac^^^^^^  regimens.  (See  PRECAUTIONS  (The  choice  of  pmgestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  etfects  i 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  1 

Kn  m suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  beateb ™>9Static 

disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding,  5 *9tive  thrombophlebitis  or  thromboembohcdisord^ 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembo  ic  disorders  associated  with  previous 
estrooen  use  lexcept  when  used  in  treatment  ot  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  anirml  species 
increases  ttie  frequency  ot  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  ^rj'*  reports  that 
estrooens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning ) At  'be  present 
tiiTieXere  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast  although  a recent  study  has  raised  this  possibility  There  is  a need  tor  cauhori  in  p e c ib  g 
estrooens  for  women  with  a strong  family  history  ot  breast  cancer  or  who  have  breast  nodules,  fibrocys  c 
d'seafe  or  abnormaLaLograms  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  ot  surgically 

breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
Tr^en  recewingSgens  tm  pros^  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  o a 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolisrn,  a'ro^  end 

myocardial  infarction  Casesotretinalthrombosis,  mesentericthrombosis,  andopticneuritishavebeen  reported 

in  nrai  i-nntraceDtive  users  An  increased  risk  0 pos  surgery  thromboembolic  complications  has  also  oeen 
reoorted  m users  of  oral  contrace^  If  feasible  estrogen  should  be  discontinueJal  least  4 weeks  before 
suraery  ot  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  bo'ing  periods  of  prolonged 
irnipobihzation  Etrogens  should  not  be  used  in  persons  with  active  'b™[9bi)Pblebitis,  thromboerobo^  dis^^^^ 
ders  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 

per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nontatal  myocardial  Infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  m women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  n 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  narefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  . 

PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  tirpasts  abdomen  ■ S'l^r'  pa  wc  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  Prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  ma^y 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  9'erme  bleeding 
mastodynia  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  repot  ed  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  "'’k  ^''.'"^reased 
incidence  of  mental  depression  Patients  with  a history  ot  depression  shou  d "e  carefully  observed  Preex  spng 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  Aii'r'sed  ot  es'rogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  pahent  receiving  esUogen  the 
medic^ation  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care jn  patien  s 
with  impaired  liver  function,  renal  insutticiency,  metabolic  bone  diseases  associated  with  hypercalcemia  or  in 
young  patients  in  whom  bone  growth  is  not  complete  It  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen. 

t SSShSKiTarstl^  VIII.  IX,  and  X,  decreased  antithrombin  3;  increased  nor- 

''rfn''cre"asertS;fdKnJinr9lofui?^  leading  to  increased  circulating  total  thyroid  hormone^  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 

0  Reduced  serum  folate  concentration  

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  ' mis  rat  on  ot 

any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syhb'j^P'P®' 
amenorrhea  durmg  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis 
cervical  erosion  and  in  degree  ot  cervical  secretion,  cystitis-hke  syndrome;  tenderness,  enlargement,  sPPret  on 
(ot  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  IP^rrii'ce;  chloasma  or  rn^e^^^^^ 
may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum  eruption,  loss  ot 

scalo  hair  hirsutism  steepening  ot  corneal  curvature;  intolerance  to  contact  tenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema;  changes  in  libido  

ACUTE  OVERDOSAGE'  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  temaies 
DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  ol  coniugated  estrogens  tablets,  USP  

1 Given  cvclicallv  lor  short-term  use  only  For  treatment  ot  moderate  to  severe  vasomotor  ymptoms,  atrophic 
vaginitis  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 . 25  mg  or  more  daily)  The  lowest  bn®®  "¡4' 
winóntrol  symptoms  should  be  chosen  and  medication  should  be  discdntinued  as  promptly  as  Possible 
AlrstraliorsCuld  be  cyclic  (eg.  three  weeks  on  and  one  week  oft)  Attempts  to  discontinue  or  taper 

medication  should  be  made  at  three-  to  six-month  intervals,  ruriu-allv  AdiusI 

2 Given  cvciically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily  cyclically  AOjusi 
upward  or  downward  according  to  response  ot  the  patient  For  mainteiiance,  obiustriosageo  lowest  levdt^^^^^ 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 

“"Patfen7s'v)l'th1n°intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cvclicallv  lor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  yolv3c 
^ Thebwest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible  , 

Administration  should  b6  cyclic  (eg,  thre6  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  ojoolb  inteivals 
Usual  dosage  range:  2 to  4 g daily,  intravaginally.  depending  on  the  seventy  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ot  endometrial  cancer  and 
appropriaS  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 

abnormal  vaginal  bleeding 

"Sead  Ml . Townsend  PT.  Pryse-Davies  J,  et  alEUectsotest^^^^^^^^^ 

morphology  ol  the  postmenopausal  endometrium  N EngIJMed  1981.305  1599-1605  2.  Paterson  MtL  ao 
Evans  T sturdee  DW  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
Scterirsr  Med  J 1980  200  822  824  3.  Magos  AL,  Brincat  M,  Studd  JWW,  et  al:  Amenorrhea  d 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  "“'ooo  Oistet 
Gyneco/1985;  sf:  4^96-499  4.  Whitehead  Ml , Lane  G.  Siddle  N et  al  ^''O'bojoe  °t  eribometrial  hyperslimu  at  o 
in  estroaen-lreated  Dostmenopausal  women  Semin  Reprod  Endocrinol  1983,1  1,41-52  5.  Barnes  kb,  ijoy  o. 
Lobo  R^.  Comparison  ot  lipid  and  androgen  levels  after  ooniugat^ed  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obstet  Gynecol  1985. bb  ¿ib-219 
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Abstract:  A five-month  old  boy  was  asymptomatic  until 

five  days  prior  to  admission  when  he  developed  bron- 
chospam  followed  by  tachypnea,  dry  cough  and  decreased 
breath  sounds  with  peristalsis  over  left  hemi thorax.  A chest 
roentgenogram  disclosed  multiple  cystic  lesions  over  left 
hemithorax  with  scanty  air  in  the  abdomen  compatible  with 
congenital  diaphragmatic  hernia.  A succesful  and  uncom- 
plicated surgical  correction  was  done.  Six  months  later  the 
infant  continued  asymptomatic.  Presentation  of  this 
condition  after  the  neonatal  period  is  a rare  event. 
Diapragmatic  hernia  must  be  considered  in  the  differential 
diagnosis  of  neonatal  respiratory  distress  and  in  all  infants 
with  persistently  abnormal  pulmonary  symptoms  and  signs. 

Case  Report 

A 5-month  old  boy  was  doing  well  until  five  days 
prior  to  admission  when  he  developed  dry  cough  and 
irritability.  He  was  born  to  a 19  year-old  mother,  the 
product  of  an  uncomplicated  nine-month  pregnancy  and 
vaginal  delivery.  He  weighed  7 pounds  and  eleven  ounces 
and  was  discharged  home  after  24  hours  without  compli- 
cations. At  the  initial  evaluation  for  the  respiratory 
symptoms  he  was  considered  to  have  bronchospasm  and 
received  oral  bronchodilators,  dexamethasone  and 
amoxicillin  to  no  avail.  On  the  day  of  admission  he 
developed  tachypnea,  nasal  secretions,  worsening  of 
cough  and  vomiting.  He  was  taken  to  a local  health  center 
where  subcutaneous  epinephrine  was  administered  and  a 
transfer  made  to  a Regional  Hospital.  Temperature  was 
37. 1 C,  heart  rate  156/min.,  respiratory  rate  48/min.  and 
weight  6.1  kg.  He  was  alert,  without  nasal  flaring  or 
perioral  cyanosis.  His  chest  was  symmetric  with  no 
wheezes  or  rales  on  auscultation.  Peristaltic  movements 
and  decreased  breath  sounds  were  heard  over  left 
hemithorax.  His  abdomen  was  not  scaphoid.  A chest 
roentgenogram  disclosed  multiple  cystic  radiolucent 
areas  over  the  left  hemithorax,  loss  of  left  hemidiaphrag- 
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matic  border  and  absence  of  intra-abdominal  air  except 
for  scant  amounts  in  the  left  quadrant  and  hypogastrium 
(figure  1).  A tentative  diagnosis  of  left  diaphragmatic 
hernia  was  made  and  a laparatomy  was  performed.  It 
revealed  herniation  and  malrotation  of  small  bowel  and 
colon  (ascending  and  transverse)  through  a 3 cm  postero- 
lateral defect  of  the  diaphragm.  Reduction  with  counter- 
clockwise rotation  and  direct  closure  of  diaphragmatic 
defect  were  performed.  Postoperative  period  was 
uneventful.  Six  months  later  he  continued  asymptomatic 
and  his  chest  roentgenogram  was  normal. 


Figure  1. 

Chest  roentgenogram  showing  multiple  cystic  lesions  over  left  hemithorax 
and  mediastinal  shift  to  the  right  side.  I'he  left  hemidiaphragm  is  not 
visualized  and  scanty  air  is  seen  in  abdomen  suggesting  a left  diaphrag- 
matic herniation  of  abdominal  content. 
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Discussion 

Congenital  diaphragmatic  hernia  has  been  documented 
since  the  seventeenth  century.  Thereafter  many  reports 
and  series  have  been  published.  The  incidence  varies  from 
1 in  2000  to  1 in  5000  live  births  and  is  greater  in  the  still 
births  or  abortions.*,  ^ Sexual,  racial  or  maternal  factors 
show  no  consistent  pattern  although  familiar  occurrence 
has  been  reported. 

The  diaphragm  consists  of  four  fibromuscular  compo- 
nents and  three  permanent  hiatuses:  aortic,  esophageal 
and  caval.  There  are  two  other  potential  spaces  for 
diaphragmatic  hernias:  anteriorly,  around  the  epigastric 
artery  for  the  Morgagni  hernia;  and  posterolaterally,  for 
Bochdalek  hernia.  The  diaphragm  has  four  developmen- 
tal components  that  complete  diaphragmatic  closure  by 
the  tenth  week  of  gestation.  The  abdominal  viscera  may 
herniate  into  the  thoracic  cavity  prior  to  this  time. 

Posterolateral  defects  account  for  75  per  cent  of 
congenital  diaphragmatic  hernias.  Left-sided  defects  are 
eight  times  more  common  than  right  sided  hernias  in  the 
new  born  period.^  Right-sided  hernias  are  more  common 
in  older  children.^  Morgagni  hernias  are  rare,  occur  more 
often  in  the  right  side,  are  more  common  in  males  and  in 
an  older  age  groups.'*  The  herniated  viscera  may  cause 
pulmonary  hypoplasia  with  decrease  in  the  vascular  bed 
producing  the  syndrome  of  persistent  fetal  circulation.^ 
The  chronology  of  visceral  herniation  may  explain  the 
clinical  spectrum  seen  in  congenital  diaphragmatic 
hernia.  Early  herniation  results  in  pulmonary  hypoplasia 
and  survival  depends  upon  a delicate  balance  between 
pulmonary  vascular  and  ductal  resistance.  Herniation  in 
late  gestation  or  postnatally  carries  a favorable  prognosis 
and  is  usually  associated  with  adequate  lung  function. 
Our  case  represents  this  latter  group.  Only  5 per  cent  of 
all  cases  of  congenital  diaphragmatic  hernias  present 
after  the  neonatal  period.^  Gastrointestinal  complaints 
such  as  vomiting  or  abdominal  pain,  and  respiratory 
problems  such  as  cough,  distress  or  chest  pain,  usually 
associated  with  upper  respiratory  tract  infection  or 
bronchospasm,  bring  the  patient  to  medical  attention. 
About  7 per  cent  are  asymptomatic  and  are  diagnosed  by 
chest  roentgenogram  incidentally.®  The  typical  roentge- 
nographic  appearance  consists  of  intestinal  loops  in  the 
thoracic  cavity  and  absence  of  air  in  the  abdominal 
cavity.  In  some  cases  there  may  be  complete  opacification 
(“whiteout”)  of  the  affected  side  or  air  simulating  tension 
pneumothorax.  Important  differential  diagnoses  include 
congenital  lobar  emphysema,  cystic  adenomatous  mal- 
formation and  diaphragmatic  eventration.  The  clinical 
presentation,  location  of  gastric  bubble,  ultrasound 
study,  computed  tomography  and  gastrointestinal  studies 
are  extremely  valuable  in  the  differential  diagnosis  of 
these  conditions.  Once  the  diagnosis  of  congenital 
diaphragmatic  hernia  is  done,  surgical  correction  is 
usually  indicated.  In  post-neonatal  diaphragmatic  hernias 
preoperative  management  depends  upon  symptoms  and 
signs.  The  infant’s  condition  should  be  stabilized  before 
attempting  operative  repair.  Surgical  correction  is 
usually  through  an  abdominal  approach  for  the  postero- 
lateral defect  and  thoracic  approach  for  repair  of 
Morgagni  hernias.  After  reduction  the  possible  existence 


of  a sac  or  a sequestered  extralobar  pulmonary  segment 
must  be  determined,  and  if  present,  excision  is  indicated. 
Most  diaphragmatic  defects  can  be  closed  by  direct 
suturing,  but  large  defects  are  best  closed  with  a pros- 
thetic material.  Contralateral  pneumothorax  and  recur- 
rence of  hernia  are  frequent  complications.  Mortality  is 
uncommon  in  children  who  become  symptomatic  after  6 
hours  of  life.’  Multiple  congenital  anomalies  may  be 
present  in  some  cases.  As  a rule  these  are  neonates  who 
succumb  within  the  first  day  of  life.  Malrotation  of  the 
bowel  is  a common  finding  in  all  cases  and  the  potential 
for  intestinal  obstruction  may  remain  for  years.* 

Our  patient  exemplifies  the  postnatal  presentation  of  a 
congenital  diaphragmatic  hernia  and  reinforces  the  need 
to  be  aware  of  this  infrequent  presentation.  In  most 
instances,  a thorough  physical  examination  will  arouse 
suspicion  of  the  condition  and  lead  to  a definite 
diagnosis.  Signs  of  respiratory  infection  and  bronchos- 
pasm can  be  confouding  factors  that  might  delay  arriving 
at  a correct  diagnosis. 
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Resumen:  Un  infante  varón  había  estado  bien  hasta  los 

5 meses  de  edad  cuando  desarrolló  tos,  taquipnea  y aparen- 
temente broncospasmo  que  no  respondió  a los  bron- 
codilatadores  orales.  A la  exploración  física  tenía  disminu- 
ción de  los  ruidos  respiratorios  y peristaltismo  intestinal  en 
el  hemitorax  izquierdo.  La  radiografía  de  tórax  comprobó 
el  diagnóstico  de  hernia  diafragmática  izquierda.  La 
corrección  quirúrgica  fue  curativa  y el  infante  seguía  asin- 
tomático 6 meses  más  tarde.  La  hernia  difragmática  que  se 
manifiesta  después  del  período  neonatal  es  rara.  La 
afección  debe  sospecharse  en  todo  neonato  con  dificultad 
respiratoria  y además  en  el  infante  con  síntomas  y signos 
pulmonares  anormales  persistentes. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 


Left  Bundle  Branch  Block  with  Right 
Axis  Deviation 

Charles  D.  Johnson,  M.D.,  FACC 


Left  bundle  branch  block  (LBBB)  manifests  with  a normal  or  left  axis  deviation  (LAD)  in  the 
frontal  plane  of  the  electrocardiogram  (ECG).  Right  axis  deviation  (RAD)  in  association 
with  LBBB  is  unusual,  (less  than  1%)  observed  in  certain  special  circumstances,  as  depicted  by  the 
following  cases  and  brief  review. 


ECO  7-26-67 


Figure  1 


Case  1 

The  ECG  of  this  37-year-old  female  with  Rheumatic 
Heart  Disease,  severe  mitral  stenosis,  pulmonary  hyper- 
tension and  right  ventricular  failure  showed  an  axis 
of  +70°,  and  occasional  atrial  premature  beats,  but  was 
otherwise  normal.  She  had  undergone  a mitral  valve 
replacement  in  the  year  prior,  and  atrial  fibrillation  (Af) 
occurred  the  day  afterwards.  Figure  1 shows  Af,  RAD 
of  +100-105°,  essentially  QS  complexes  in  leads  I,  aVL, 
and  V,.2,  small  r waves  in  Vj.^  with  prominent  S waves 
(posterior  loop),  inferior  ST-T  wave  abnormalities  and  a 
QRS  interval  of  0.10-0.11  S,  suggesting  type  C right 
ventricular  hypertrophy  (RVH).  Chest  roentgenograms 
revealed  cardiomegaly,  left  atrial  enlargement  (LAE), 
combined  ventricular  enlargement  and  venous  vascular 
congestion. 
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Figure  2 A 


Figure  2A  again  shows  Af-atrial  flutter  (AF),  RAD 
of  +105°  and  a QRS  width  of  0.1 1 S;  R waves  are  now 
taller  in  suggests  biventricular  hyperthophy.  Panel 
2B  (cardiomegaly,  paravalvular  leak)  shows  Af-AF, 
RAD  of  +118°,  QRS  width  of  0.15  S and  contrasting 
large  complexes  in  V^;  complete  LBBB  with  RAD  is 
present.  Right  bundle  branch  block  (RBBB)  may  also  be 
present.  The  ventricular  response  (VR)  is  nearer  regular. 
Panel  C is  similar  but  shows  one  smaller  QRS  complex  in 
V,.  At  age  49  years.  Panel  2D,  the  ECG  demonstrated  Af- 
AF,  RAD  of  +105°  and  LBBB  with  R/S  complexes  in 
Vj.^;  the  VR  is  faster. 
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Figure  4 
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Figure  5 


Case  2 

This  was  a 31-year-old  female  with  postpartum  cardio- 
myopathy, atypical  chest  pain,  dyspnea,  pulmonary 
emboli  and  cardiomegaly.  The  ECG,  Figure  3,  shows 
sinus  rhythm,  a QRS  interval  of  0.17  S and  RAD 
of  +125°.  QRS  complexes  are  notched  and  a slurred 
R/S  complex  is  seen  in  V^,  and  a tiny  r wave  in  leads  I and 
aVL.  Complete  LBBB  and  RAD  are  present.  RBBB  may 
also  exist.  Shortly  later,  (Figure)  4 shows  atrial  disease- 
LAE,  a QRS  width  of  0. 17  S,  an  axis  of  +45°,  a slurred 
R/S  in  lead  1,  a rS  in  and  a broad  R in  Vg,  as  a bizarre 
slurred  LBBB.  The  Frank  vectorcardiogram  (VCG), 
Figure  5,  shows  a large  irregular,  posterior  and  leftward 
loop  (clockwise  in  horizontal  plane)  with  mid  and 
afferent  slowing;  the  frontal  loop  is  particularly  bizarre; 
the  maximal  frontal  vector  is  leftward  and  inferior.  The 
initial  vector  is  leftward  and  anterior,  with  counter- 
clockwise (CCW)  rotation.  The  T loops  are  discordant 
and  threre  is  an  ST  vector-atrial  enlargement  and 
complete  LBBB,  compatible  with  a cardiomyopathy 
(bizarre,  posterior  lie  along  the  Z axis,  narrow  thin 


frontal  and  sagittal  loops  and  irregularity  in  loop).  More 
than  4 years  later  there  was  still  RAD. 

Two  other  cases  of  LBBB  and  RAD  have  been 
observed,  one  with  a history  of  chronic  bronchitis  and 
angina  pectoris,  and  the  second  with  hypertrophic 
cardiomyopathy. 


Comments 

There  are  several  causes  of  LBBB  in  association  with 
RAD  (which  may  be  intermittent): 

1.  Extracardiac  factors:  electrolyte  imbalance,  hyper- 
kalemia, positional  changes,  respiration;  misplace- 
ment of  electrodes. 

2.  Lateral  wall  myocardial  infarction  + LBBB.  Right- 
ward  displacement  of  QRS  loop.  May  be  CCW.  The 
displacement  is  initial  and  terminal,  while  the  bulk  of 
the  loop  is  still  oriented  leftward  and  posteriorly. 
Early  forces  are  rightward  and  clockwise  (CW)  about 
the  E point. 

3.  Intermittent  Wolff-Parkinson-White  conduction  + 
LBBB. 

4.  RBBB  + LBBB-  congestive  heart  failure,  marked 
cardiomegaly,  chronic  lung  disease. 

5.  RVH  + LBBB.  The  VCG  shows  a typical  LBBB 
loop  except  for  rightward  displacement  of  the  body 
of  the  CW  QRS  loop  and  leftward,  inferior  orienta- 
tion of  the  ST  vector  and  T loop.  Early  rotation 
about  the  E point  is  counterclockwise.  Si.  Ostium 
primum  atrial  septal  defect. 

6.  Acute  pulmonary  embolus. 

7.  Left  posterior  hemiblock  + predivisional  LBBB. 

8.  Severe  congestive  heart  failure  and  marked  cardio- 
megaly. etc. 

Pathogenic  factors  cited  are:  right  ventricular  over- 
load, increased  eccentricity  of  cardiac  dipole  to  the  left, 
marked  clockwise  rotation  of  heart  about  its  long  axis 
and  increased  resistence  of  lungs  altering  their  conducti- 
vity -changes  in  lead-  vector  orientation  and  the  electrical 
field  of  the  heart. 

Thus,  the  central  theme  in  these  LBBB  patients  is, 
RAD  rather  than  the  usual  normal  or  LAD  (-90°  to  + 30°) 
which  accompanies  LBBB.  This  paradoxic  or  Lepeschkin 
type  IV  LBBB  shows:  a down+vard  QRS  in  lead  I and 
upward  QRSs  in  II  and  III,  a QS  or  rS  in  V,.,  and  a 
positive  QRS  wiht  late  intrinsicoid  in  V^.g. 
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Calories  and  Energy  Expenditure  in 
Carcinogenesis* 
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Calorie  restriction  is  one  of  the  oldest,  best  docu- 
mented and  most  effective  ways  known  to  reduce 
cancer  risk  in  experimental  animals.  It  is  also  one  of  the 
least  appreciated  or  understood  of  such  phenomena.'  For 
example,  in  its  1982  report,  the  National  Research 
Council’s  Diet,  Nutrition  and  Cancer  Committee^  down- 
played the  importance  of  calorie  restriction,  choosing 
instead  to  emphasize  a presumptive  role  for  dietary  fat  in 
increasing  cancer  risk.  These  conclusions  have  been  cited 
by  others.^ 

Recently,  there  has  been  a revival  of  interest  in  calorie 
restriction  spurred  in  part  by  the  recognition  that  fat 
calories  are  more  efficiently  utilized  by  the  body  than  are 
calories  from  carbohydrate  or  protein.'*  Even  when  fed 
under  isocaloric  conditions,  higher  fat  diets  will  provide 
more  physiologically  useful  energy  than  lower  fat  diets. 
Data  from  new  studies  utilizing  this  concept  indicate  that 
the  apparent  enhancement  by  dietary  fat  of  the 
development  of  mammary  cancer  in  rats  is,  in  fact,  a 
manifestation  of  the  calorie  effect.^ 

Given  this  new  realization  coupled  with  a growing 
body  of  epidemiologic  data  indicating  that  calorie  intake 
and  energy  expenditure  may  also  influence  the  develop- 
ment of  certain  cancers  in  humans,  these  data  are  being 
reviewed  with  renewed  interest. 

Background 

Purified  diets  that  were  comparable  to  natural  ingre- 
dient diets  in  supporting  the  growth  of  experimental 
animals  had  been  developed  by  the  early  1940s, 
permitting  the  manipulation  of  dietary  components  in 
most  any  combination.  At  this  same  time,  the  founda- 
tions of  experimental  carcinogenesis  were  also  being 
established.  For  example,  it  was  found  that  cancer  could 
be  induced  by  exposure  to  a carcinogen  or  it  could  arise 
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spontaneously.  Induced  cancer  was  shown  to  develop 
through  a process  that  consists  of  two  broad  stages. 
During  the  first  state,  called  inititation,  normal  cells  are 
converted  into  latent  (or  potential)  cancer  cells.  During 
the  second  stage,  termed  promotion,  latent  cancer  cells 
grow  into  tumors  and  express  their  malignant  potential. 
As  they  grow,  tumor  cells  progress,  becoming  more 
malignant  and  less  like  normal  cells.  This  has  been 
studied  using  established  lines  of  cancerous  tumor  cells 
that  can  be  maintained  by  transplantation  between 
closely  related  animals  of  the  same  strain. 

In  this  setting,  the  relationship  between  calorie  intake, 
dietary  fat  level  and  cancer  incidence  was  first  intensively 
studied  and  characterized. ' It  was  shown  that  calorie  res- 
triction slowed  the  growth  of  established  (transplantable) 
cancers,  but  even  in  completely  starved  animals,  the 
tumor  continued  to  grow  at  the  expense  of  the  host. 
Hence,  calorie  restriction  was  not  effective  in  treating 
cancer. 

By  contrast,  the  inhibitory  effect  of  calorie  restriction 
on  cancer  development  was  much  more  dramatic  and 
successful.  It  was  firmly  established  that  a moderate 
degree  of  caloric  restriction  not  only  lowered  the 
incidence  of  spontaneous  and  induced  cancer,  but  also 
retarded  the  onset  of  senescence  and  prolonged  life.' 
Hence,  calorie  restriction  was  shown  to  be  a very  effective 
means  of  preventing  cancer  and  prolonging  cancer-free 
life  in  rodents. 

Unfortunately,  after  1950,  investigation  of  the  impres- 
sive anticancer  effects  of  moderate  caloric  restriction  was 
not  continued  to  any  significant  extent.  This  seems  to 
have  occurred  in  part  because  caloric  restriction  was 
viewed  as  “abnormal,”  the  “normal”  state  being  ad 
libitum  feeding  (i.e.,  permitting  the  animals  free  access  to 
food).  In  retrospect,  it  seems  difficult  to  understand  why 
ad  libitum  feeding  should  have  come  to  be  regarded  as 
“normal”,  expecially  given  the  manner  in  which  wild 
rodents  must  live.  Doll  and  Peto^  observed  that  more 
interest  might  have  been  aroused  if  the  freely  fed  mice  had 
been  described  as  obese  instead  of  the  mice  on  the  res- 
tricted diet  being  described  as  small. 

Depending  upon  strain  and  diet,  rodents  allowed  free 
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access  to  food  can  become  pathologically  obese.  As 
incredible  as  it  may  seem,  we  still  do  not  know  the 
“optimal”  caloric  intake  for  rats  and  mice,  although 
moderate  restriction  is  clearly  beneficial  to  their  health. 
There  are  also  fundamental  physiological  differences 
betwen  ad  libitum-fed  and  calorie-restricted  rodents, 
related  to  hormone  balance,  that  affect  cancer  risk.' 

Fat  Effect 

As  the  protective  effect  of  calorie  restriction  was  being 
characterized,  fat  enrichment  of  experimental  diets  was 
reported  to  enhance  cancer  development  in  some,  but  not 
all,  model  systems  by  decreasing  the  time  required  for 
initiated  cells  to  pass  through  the  promotional  stage.  It  is 
now  known  that  optimal  development  of  some  tumors 
(i.e.,  mammary,  pancreatic  and  probably  colon)  is 
dependent  on  the  availability  of  essential  fatty  acids 
(particularly  linoleic  acid)  that  are  supplied  by  only 
certain  fats,  notably  corn  and  safflower  seed  oils.’’  * 
Moreover,  the  requirement  of  tumor  cells  appears  to 
exceed  the  requirement  of  growing  rodents.  This  explains 
why  these  oils  in  particular  appear  to  enhance  the 
development  of  cancer  in  animals  more  than  other  fats  or 
oils.*  Once  the  requirement  for  essential  fatty  acids  for 
optimal  tumor  cell  growth  has  been  met,  all  digestable 
fats  appear  equally  effective  in  enhancing  tumor 
appearnce. 

Relationship  Between  Fat  and  Calorie  Effects 

In  the  1940s,  it  was  established  that  as  the  amount  of 
fat  in  the  diet  increased,  the  amount  of  energy  lost  as  heat 
decreased.^  The  result  is  more  efficient  use  by  the  body  of 
the  energy  in  a higher  fat  diet.  The  basis  for  this  observa- 
tion is  still  not  fully  understood"*  but  it  is  due  in  part  to  the 
need  to  synthesize  body  fat  from  dietary  carbohydrate 
and  protein  when  low-fat  diets  are  fed,  a process  that  is 
inefficient.  By  contrast,  body  fat  is  synthesized  more 
efficiently  from  the  additional  dietary  fat  available  in 
higher  fat  diets.  In  short,  fat  calories  provide  more  usable 
energy  than  calories  from  other  energy  sources  and  the 
additional  energy  is  retained  as  excess  body  fat. 

Table  1 summarizes  a recently  published  study 
demonstrating  this  phenomenon  in  relation  to  cancer 
risk.*  Employing  a commonly  used  breast  cancer  model 
system,  female  F344  rats  were  obtained  as  weanlings  as 
fed  a refined  diet  containing  5%  corn  oil.  When  the 


TABLE  I 


Body  weight,  body  composition  and  mammary  tumor  incidence 


High-fat, 

Dietary  Regimen 
l^w-fat. 

High-fat, 

ad  libitum 

ad  libitum 

restricted 

Kcal  consumplion  per  rat  per  day 

41  Kcal 

42  Kcal 

34  Kcal 

Fat  consumption  per  rat  per  day 

2.7g 

0.6g 

2.2g 

Body  weight 

2l7g 

I90g 

I82g 

Body  composition 
%body  fat 

24% 

16%, 

25% 

% body  protein 

20"/, 

23%, 

20% 

Retained  energy 

752  Kcal 

532  Kcal 

634  Kcal 

Tumor  incidence 

73%, 

43%. 

7%. 

animals  were  52  days  of  age,  they  were  treated  with  a 
carcinogen  ( 12-dimethylbenz[a]anthracene)  and  then 
switched  to  one  of  three  dietary  regimens:  the  5%  corn  oil 
diet  made  freely  available  (designated  the  low-fat  ad 
libitum  diet),  a similar  diet  containing  30%corn  oil  made 
freely  available  (designated  the  high-fat  ad  libitum  diet), 
or  the  high-fat  diet  fed  at  a slightly  restricted  level 
(designated  the  high-fat  restricted  diet).  The  concentra- 
tions of  protein,  vitamins,  minerals  and  fiber  were 
balanced  to  account  for  the  difference  in  the  caloric 
densities  of  the  diets. 

Rats  eating  the  ad  libitum  diets,  whether  high-fat  or 
low-fat,  consumed  about  the  same  number  of  calories  per 
day.  However,  because  fat  calories  are  utilized  more 
efficiently  than  carbohydrate  calories,  the  animals  on  the 
high-fat  diet  were  significantly  heavier.  The  rats  fed  the 
restricted  diet  consumed  almost  20%  fewer  calories  than 
the  rats  fed  the  low-fat  ad  libitum  diet,  but  again  because 
fat  calories  are  utilized  moré  efficiently  than  calories 
from  carbohydrate,  the  two  groups  did  not  differ 
significantly  in  weight  at  any  time  drug  the  experiment. 
Interestingly,  the  rats  fed  the  high-fat  diet  (ad  libitum  or 
restricted)  were  equivalent  in  body  fat:  protein  ratio, 
whereas  the  rats  fed  the  low-fat  diet  had  35%  less  body  fat 
and  15%  more  body  protein  (lean  body  mass).  This  was 
also  reflected  in  retained  energy. 

At  the  conclusion  of  the  experiment,  73%  of  the  rats 
fed  the  high-fat  ad  libitum  diet  had  developed  breast 
cancer,  whereas  43%  of  the  rats  fed  the  low-fat  ad  libitum 
diet  had  breast  cancer.  Notably,  only  one  rat  in  the  group 
fed  the  high-fat  restricted  diet  had  developed  one 
cancerous  breast  tumor  for  an  incidence  of  just  7%, 
despite  the  fact  that  this  group  consumed  more  than  three 
times  as  much  fat  per  day  as  did  the  low-fat  ad  libitum 
group. 

These  results  demonstrate  that  1)  calories  from  fat  are 
utilized  more  efficiently  than  calories  from  carbohydrate, 
and  2)  a modest  calorie  restriction  can  have  a great  inhi- 
biting effect  on  cancer  development.  Moreover,  obesity 
per  se  was  not  correlated  with  tumor  incidence  since  the 
high-fat  restricted  animals  exhibited  considerably  more 
body  fat  than  the  low-fat  ad  libitum  rats  and  yet 
developed  far  less  cancer  during  the  experimental  period. 
In  fact,  the  high-fat  restricted  rats  were  just  as  obse  as  the 
high-fat  ad  libitum  animals  (they  simply  matured  as  a 
smaller  body  size). 

Mechanism  of  Carlorie  Restriction 

The  mechanism  whereby  calorie  restriction  inhibits  the 
development  of  neoplasia  appears  to  involve  hormonal 
balance.  For  example,  in  freely  fed  rodents,  the  level  of 
cortisol  (a  steroid  hormone  involved  in  the  regulation  of 
glucose  and  amino  metabolism)  is  very  low,  whereas  in 
restricted  animals  the  cortisol  levels  increase  especially 
during  the  time  that  food  is  absent.  By  contrast,  the 
polypeptide  hormone  prolactin  is  high  in  freely  fed 
rodents.  Indirect  evidence  indicates  that  it  may  be  lower 
in  restricted  animals.  Interestingly,  cortisol  has  been 
shown  to  inhibit  cancer  development,  whereas  prolactin 
at  excessive  levels  will  promote  the  development  of  breast 
cancer.  Hence,  it  appears  that  ad  libitum  feeding  results 
in  at  least  two  adverse  effects:  the  decrease  of  a cancer- 


457 


Michael  W.  Pariza.  Ph.D. 


Vol.  78  Núm.  10 


inhibiting  hormone  (cortisol)  and  the  increase  of  a 
cancer-promoting  hormone  (prolactin).  In  restricted 
animals,  these  adverse  hormonal  changes  may  be 
reversed  by  the  restriction  of  the  time  that  food  is 
available  as  well  as  by  restriction  of  food  per  se.  In 
humans,  excessive  estrogen  production  is  associated  with 
obesity  and  it  is  now  established  that  adipose  tissue 
synthesizes  this  hormone'®  on  which  the  growth  of  some 
neoplasms  depends."  It  is  probable  that  other  potentially 
harmful  hormonal  and  physiological  changes  also  occur 
as  a results  of  ad  libitum  feeding.  It  is  particularly 
important  that  this  be  studied  in  animal  cancer  models 
under  conditions  of  modest  (\5%-20%)  calorie  restric- 
tions. 

Epidemiologic  Investigations 

Cancer  epidemiologists  have  become  interested  in  the 
possibility  that  calorie  intake  and  energy  expenditure 
might  be  important  factors  in  human  cancer  risk.  For 
example,  a relationship  between  exercise  and  reduce 
cancer  risk  has  emerged  in  several,'^’  but  not  all,'** 
recent  epidemiologic  studies.  Given  the  high  intercorrela- 
tion between  fat  and  total  calories  in  most  Western  diets, 
it  has  been  suggested  that  energy  intake  and  expenditure 
may  help  to  explain  the  inconsistencies  in  the  dietary 
fat/cancer  epidemiologic  data  base.'^  For  example,  a 
recent  report'^  concluded:  “...the  balance  between  energy 
consumption  and  energy  expenditure  might  be  more 
important  than  the  amounts  or  types  of  nutrients 
consumed.  Although  the  biological  basis  for  this 
hypothesis  remains  to  be  identified  or  proven,  it  is 
consistent  with  the  observed  positive  associations 
between  colon  cancer  and  two  closely  related  socio- 
economic factors,  a high  family  income  and  sedentary 
occupation.” 

This  intriguing  hypothesis  presents  a challenging 
opportunity  for  epidemiologists,  nutritionists  and  those 
working  with  animal  cancer  models.  Close  collaborative 
working  relationships  will  be  required  given’  that  this 
problem  crosses  so  many  disciplinary  lines. 

Conclusion 

We  know  how  to  reduce  cancer  risk  in  rodents:  feed  a 
nutritionally  adequate  diet,  employ  moderate  calorie 
restriction  and  provide  an  opportunity  for  exercise.  The 
extent  to  which  this  sample  formula  can  be  extrapolated 
to  humans  is  not  yet  clear,  but  indications  are  promising. 
Application  of  this  concept  to  the  formulation  of  public 
policy  would  be  expected  to  lead  to  the  development  of 
dietary  options  suited  to  individual  physiologic  and  life- 
style considerations  rather  than  to  broad  general  advice 
intended  for  the  populace  as  a whole. 


References 

1.  Pariza  MW,  Boutwell  RK:  Amer  J Clin  Nuir  (submitted  for 
publication). 

2.  Committee  on  Diet,  Nutrition  and  Cancer,  National  Research 
Council,  Cancer  Res  43:3018-3023,  1983. 

3.  O’Connor  TP:  Contemporary  Nutrition  10(7),  1985. 

4.  Donato  K,  Hegsted  DM:  Proc  Natl  Acad  Sci  U.S.A.  82:48766-4870, 
1985. 

5.  Boissonneault  GA,  Elson  CE,  Pariza  MW:  JNCI  76:335-338,  1986. 

6.  Doll  R,  Peto  R:  JNCI  66:1 191-1308,  1981. 

7.  Hopkings  GJ,  Carroll  KK:  JNCI  62:1009-1012,  1979 

8.  Ip  C:  Amer  J Clin  Nutr  (submitted  for  publication). 

9.  Eorbes  EB,  Swift  RW,  Elliot  RE,  et  al:  J Nutr  31:213-227,  1946 

10.  Siiteri  PK:  Amer  J Clin  Nutr  (submitted  for  publication). 

11.  Hershcopf  RJ,  Bradlow  HE:  Amer  J Clin  Nutr  (submitted  for 
publication). 

12.  Erisch  RE,  Wyshake  G,  Albright  NL,  Albright  TE,  Schiff  1, 
Witschi  J:  Amer  J CLin  Nutr  (submitted  for  publication). 

13.  Vena  JE,  Graham  S,  Zielezny  M,  Brasure  J,  Swanson  MK:  Amer  J 
Clin  Nutr  (submitted  for  publication). 

14.  Paffenbarger  RS,  Jr.,  Hyde  RT,  Wing  AL:  Amer  J Clin  Nutr 
(submitted  for  publication) 

15.  Kolonel  L:  Amer  J Clin  Nutr  (submitted  for  publication). 

16.  Stemmermann  GN,  Nomura  AMY,  Heilbrun  LK:  Cancer  Res 
44:4633-4637,  1984 


LISTA  DE  ANUNCIANTES 

LA  CRUZ  AZUL  DE  PUERTO  RICO 

CARIBE  BMW  CO. 

BOEHRINGER  INGELHEIN 

Mexitil 

Catapres 

JOHNSON  & JOHNSON 
Tylenol 

TREVOL  MOTORS 
Volvo 

AYERST  EABORATORIES 
lude  ral  La 
Inderide  La 
Premarin 

BGM 

Bavkground  Music 
BANCO  DE  PONCE 

SERVICIOS  DE  SEGUROS  DE  SALUD 
Triple  S 

SK&E  CO. 

Dyazide 

GLAXO,  INC. 

Zantac  150 

U.S.  ARMY 

THE  UPJHON  COMPANY 
Motrin 

ROCHE  PRODUCTS 
Dalmane 


458 


I J A Century 
1886-1986 


1 986  The  Upjohn  Company 


J-6138  January  1966 


Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  In  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaireo.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
IS  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscraslas  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis,  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potasslum-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied;  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ  L42 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F^Quality^^,;^^^^^ 


SiS  - Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions).  . 


Potassium-  Sparing 

The  unique 
red  and  white 
Dyazide*  capsule: 

"Vbur  assurance  of 

SK&F  quality. 

nxAzmr 

25  mg  Hydrochlorothiazide/SO  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 

a product  of 

SK&F  CO. 

Carolina,  P.R  00630 

©SK&F  Co  , 1983 


American  College 
of  Cardiology 


POSITION  PAPER  ON  CARDIAC  CT 


Followig  is  a position  paper  prepared  by  the  College’s 
Cardiovascular  Imaging  Committee  and  approved  by  the 
Board  of  Trustees  on  March  8,  1986: 

I.  Perspective 

X-ray  transmission  computed  tomography  traditio- 
nally has  been  a diagnostic  tool  employed  by  radiologists 
primarily  to  define  the  anatomy  of  various  organs.  With 
the  development  of  ultrafast  CT  scanners,  it  is  now  pos- 
sible to  image  the  heart  without  motion  artifact. 
Furthermore,  rapid  sequence  scanning  can  provide  high 
resolution  tomographic  realtime  cardiac  imaging  that 
permits  detailed  analysis  of  cardiac  function.  Cardio- 
logists trained  in  the  evaluation  of  cardiac  function  using 
other  tomographic  imaging  methods  such  as  echocardio- 
graphy, NMR  imaging,  SPECT  or  PET  and/or  who  have 
experience  with  radionuclide  cine  angiography  or  cine 
fluoroscopy  are  well  prepared  to  employ  ultrafast  CT  for 
the  diagnosis  of  cardiovascular  disease. 

II.  Background 

In  the  early  1970s,  x-ray  transmission  computed  tomo- 
graphy made  its  entrance  into  the  diagnostic  arena.  The 
first  scanners  took  several  minutes  to  create  a single  scan; 
therefore,  only  nonmoving  organs,  in  particular  the 
brain,  could  be  scanned.  Furthermore,  the  slow  scanning 
speed  permitted  only  assessment  of  anatomy.  The  impact 
of  this  imaging  technique  on  the  diagnostic  approach  to 
central  nervous  system  disease  is  well  known.  The 
frequency  of  performing  pneumoencephalography,  cere- 
bral angiography  and  radioisotope  scanning  was  greatly 
reduced. 

Subsequent  generations  of  CT  scanners  were  capable 
of  increasingly  faster  scanning  speeds  so  that  images 
could  be  obtained  in  2-5  seconds.  While  such  slow  scan 
times  can  provide  diagnostic  information  of  value  in 
assessing  outflow  vessels  and  pericardial  diseases,  the 
constant  motion  of  the  beating  heart  makes  adequate 


cardiac  imaging  with  modern  CT  scanners  using  tradi- 
tional technology  difficult. 

After  several  years  of  development,  a new  type  of  CT 
scanner  became  available  in  1984.  This  scanner  has  no 
moving  parts  and  sweeps  a powerful  electron  beam 
around  4 tungsten  rings  that  enciele  the  patient.  When  the 
electron  beam  strikes  the  tungsten  target  ring,  x-rays  are 
generated  at  right  angles  to  the  beam  and  pass  through 
the  patient  in  a fan  shape  configuration  to  strike  fixed 
deterctors  positioned  opposite  the  tungsten  target.  A 
single  scan  can  be  generated  in  50  msec  and  repeated  up 
to  17  times  per  second.  Each  tungsten  ring  creates  2 
8 mm  thick  adjacent  scans.  A 4 mm  gap  exists  between 
each  ring,  so  for  practical  purposes  each  scan  represent 
1 cm  of  transaxial  anatomy.  The  electron  beam  can  be 
steered  to  strike  each  of  the  4 tungsten  targets  in  sequence 
creating  8 adjacent  scans  in  200  msec.  Scanning  can  be 
performed  at  a rate  of  1 7 scans  per  second  for  one  cardiac 
cycle  of  provide  real-time  cross-sectional  cardiac  images 
permitting  evaluation  of  cardiac  function.  Scanning  also 
can  be  gated  to  the  electrocardiogram  to  obtain  up  to  40 
consecutive  scans  at  the  same  point  in  the  cardiac  cycle  to 
evaluate  blood  flow  by  time  density  curves.  The  excellent 
spatial  and  temporal  resolution  of  ultrafast  CT  now 
make  it  a useful  method  for  evaluating  cardiovascular 
disease.  The  technique’s  ability  to  evaluate  both  flowand 
function,  as  well  as  anatomy,  are  well  matched  to 
cardiologists’  training  and  diagnostic  skills,  making  it 
clear  that  cardiologists  will  be  involved  in  the  cardio- 
vascular applications  of  this  diagnostic  tool. 

III.  Integration  of  Technology  into  Medical  Practice 

The  cardiologist  is  the  infividual  most  familiar  with  the 
wide  array  of  diagnostic  methods  available  for  the 
evaluation  of  cardiovascular  disease.  The  cardiologist’s 
training  in  both  cardiac  anatomy  and  function  makes 
him  or  her  well  suited  to  determine  the  most  appropriate 
indications  of  CT  imaging  in  cardiovascular  diagnosis. 
The  cardiologist’s  backgound  provides  the  experience 
needed  for  interpretation  of  these  studies. 

IV.  Health  Planning 

Escalating  medical  costs  and  increasing  government 
regulation  require  that  the  physicians  who  are  the  most 
skilled  and  well  trained  in  cardiovascular  diagnosis  play  a 
major  role  in  determining  the  proper  use  of  CT.  Selection 
of  the  minimum  number  of  and  most  appropriate 
diagnostic  test(s)  is  essential. 

V.  Research 

Cardiologists  have  always  taken  a leadership  role  in 
directing  cardiovascular  research.  The  potential  of  ultra- 
fast CT  for  prividing  new  information  about  cardiac 
disorders,  such  as  ischemic  heart  disease,  because  of  its 
ability  to  evaluate  both  cardiac  function  and  blood  flow 
require  that  the  cardiologist  provide  direction  for 
research  with  this  new  imaging  tool.  Individuals  and 
research  groups  with  experience  in  evaluating  cardiac 
function,  blood  flow  and  anatomy  are  most  likely  to 
produce  important  new  information  about  cardiac 
disease  with  ultrafast  CT.  At  the  present  time,  scanners 
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should  be  Utilized  by  institutions  that  have  the  personnel, 
resources  and  experience  to  carry  out  quality  basic  and 
clinical  cardiac  research. 

VI.  Personnel  Requirements 

Operation  of  an  ultrafast  CT  scanner  requires  a 
minimum  of  one  radiographic  technician  with  training  in 
computed  tomography.  Additional  training  in  the 
cardiac  catheterization  laboratory  is  desirable.  Technical 
support  for  computers,  computer  software,  engineering 
and  radiation  physics  are  needed  although  dedicated 
resources  in  these  areas  are  not  necesary.  Ideally,  a 
cardiologist  and  a radiologist  should  co-direct  the  cardio- 
vascular applications  of  the  scanner,  although  a member 
of  either  discipline  can  perform  the  task  alone. 

VII.  Patient  Base 

The  high  cost  of  an  ultrafast  CT  scanner  requires  that 
institutions  acquiring  the  device  have  a large  cardiac 
patient  population  so  that  a minimum  of  6-8  procedures 
would  be  done  each  working  day.  This  type  of  patient 
base  probably  will  be  found  only  at  tertiary  care  hospitals 
with  complete  cardiac  diagnostic  and  therapeutic  capabi- 
lities including  cardiac  catheterization  and  cardiac 
surgery. 

VIII.  Clinical  Applications 

A.  Current 

Expererience  with  2-5  second  body  CT  scanners  has 
shown  that  clinically  useful  information  can  be  obtained 
about  a number  of  cardiovascular  conditions  including 
coronary  bypass  graft  patency,  intracardiac  thrombosis, 
cardiac  tumors,  pericardial  disease  and  aortic  dissection. 
Ultrafast  CT  scanning  has  significantly  increased  the  use- 
fulness of  this  diagnostic  technique  by  permitting  the 
evaluation  of  right  and  left  ventricular  function  at  rest 
and  during  exercise.  Ultrafast  CT  also  appears  to  be 
useful  for  measuring  myocardial  mass,  evaluating 
valvular  heart  disease  and  defining  congenital  cardiac 
anomalies.  Measurement  of  cardiac  output,  valvular 
regurgitation  and  intracardiac  shunting  appear  to  be 
realistc  expectations  of  the  technique. 

B.  Future 

Further  clinical  validation  is  necessary,  but  ultrafast 
CT  has  promise  as  a tool  to  estimate  regional  myocardial 
blood  flow,  pulmonary  perfusion,  coronary  bypass  graft 
flow  and  myocardial  infarct  size. 

In  summary,  ultrafast  CT  has  the  potential  to  perform 
many  cardiovascular  diagnostic  functions.  In  some 
instances  it  may  provide  unique  or  more  cost  effective 
information  compared  with  other  diagnostic  methods. 

IX.  Patient  Selection 

Because  of  the  large  number  and  significant  cost  of 
cardiac  diagnostic  techniques,  cardiologists  must  play  a 
central  role  in  determining  which  test  or  tests  are  appro- 
priate for  evaluating  a patient’s  heart  disease.  The 
cardiologists  should  not  only  be  knowledgeable  about 
the  selection  of  diagnostic  studies,  but  also  about  the 
interpretation  of  the  cardiac  CT  data. 


X.  Other  Cardiac  Diagnostic  Resources 

Cardiac  ultrafast  CT  will  most  likely  be  employed  in 
tertiary  care  centers  with  extensive  experience  in 
diagnosing  and  treating  cardiovascular  disease.  There- 
fore, it  is  anticipated  that  a full  complement  of  cardiac 
diagnostic  resources  will  be  available.  These  resources 
will  be  useful  in  the  initial  clinical  evaluation  of  ultrafast 
cardiac  CT  to  determine  its  appropriate  place  in  the 
diagnostic  armamentarium.  Only  further  clinical  expe- 
rience will  determine  if  cardiac  CT  should  replace  other 
diagnostic  methods. 

XI.  Facility  Requirements 

A lead  shielded  room  of  the  size  as  currently  use  for 
cardiac  catheterization  laboratories  is  necessary  to  house 
the  scanner  (650-750  sq.ft.).  The  computers  and 
peripherals  require  a small  air  conditioned  space 
(200  sq.ft.).  Otherwise,  no  special  facility  requirements 
are  necessary. 

XII.  Interpretation 

Physicians  with  expertise  in  cardiovascular  imaging 
are  the  appropriate  individuals  for  study  interpretation. 
Such  physicians  may  be  cardiologists  or  radiologists  with 
special  expertise  in  CV  imaging.  If  both  cardiologists  and 
CV  radiologists  are  available  at  an  institution,  a sharing 
of  interpretative  responsibilities  would  be  most  desirable. 

XIII.  Patient  Charges  and  Reimbursement 

Patient  charges  should  currently  be  reserved  for  those 
conditions  where  cardiac  CT  has  been  shown  to  provide 
unique  diagnostic  information.  For  optimal  benefit, 
experts  in  cardiac  imaging  who  could  be  either  a cardio- 
logist or  cardiovascular  radiologist  should  be  responsible 
for  interpretation  of  cardiac  CT  scans.  If  both  cardio- 
logists experienced  in  imaging  and  cardiovascular  radio- 
logists are  available  at  an  institution,  sharing  of  the 
interpretative  charges  would  be  appropriate. 
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COLLAGEN  DEGENERATION  MAY  UNDERLIE 

MECHANICS  PATHOLOGY  OE  CHORDAE  IN 
FLOPPY  MITRAL  VALVE 

A high  degree  of  collagen  degeneration  seems  to  be 
responsible  for  the  abnormal  elongation  and  rupture  of 
chordae  tendineae  in  patients  with  severely  floppy  mitral 
valves,  according  to  investigators  at  Ohio  State  Univer- 
sity School  of  Medicine. 

Dr.  Girraj  Bansal  told  the  American  College  of 
Cardiology’s  35th  Annual  Scientific  Session  that  the 
stress/strain  relationship  in  floppy  mitral  valves  is  dif- 
ferent from  that  in  normal  mitral  valves,  and  that  the 
grossly  abnormal  frature  stress  he  found  may  be  contri- 
buting to  the  rupture  of  chordae  tendineae  in  patients 
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with  severely  floppy  valves. 

The  fracture  stress  appeared  to  be  directly  related  to 
collagen  content,  Dr.  Bansal  said,  showing  a slide  of 
histologic  comparisons  of  chordae  tendineae  from 
normal  and  floppy  mitral  valves.  When  stained  with 
Hale’s  colloidal  iron  for  acid  mucopolysaccharides,  the 
chordae  from  normal  valves  had  virtually  no  staining, 
while  acid  mucopolysaccharide  accumulation  was  pro- 
minent in  chordae  from  floppy  mitral  valves. 

“Acid  mucopolysaccharides  are  usually  associated 
with  dissolution  and  loss  of  collagen,”  Dr.  Bansal 
explained. 

These  studies  were  undertaken  with  20  chordae  from  6 
normal  mitral  valves,  taken  from  accident  or  trauma 
victims  who  had  died  without  heart  disease,  and  15  other 
chordae  from  5 floppy  mitral  valves  taken  from  patients 
undergoing  valve  raplacement.  Stress/strain  curves  were 
determined  using  a mechanical  device  applying  tension. 

Chordae  tendineae  from  floppy  mitral  valves  had 
lower  mean  fracture  stress  than  chordae  tendineae  from 
normal  valves,  according  to  Dr.  Bansal. 

“Based  on  the  bimodal  nature  of  the  stress/strain 
curves  and  the  histopathology  seen,”  Dr.  Bansal  said,  “it 
was  hypothesized  that  the  structure  of  chordae  tendi- 
nease  is  a composite  of  2 phases — the  collagen  phase  and 
a non-collagen  phase.  A model  was  developed  to  explain 
the  difference  in  fracture  stress  between  normal  and 
floppy  mitral  valves.  From  this  model,  the  ratio  of  frac- 
ture stress  in  normal  and  floppy  mitral  valves  was 
calculated  to  be  1.82,  which  was  similar  to  the  ratio  of 
1.90  measured  experimentally.” 


DILATED  CARDIOMYOPATHY  PATIENTS 
DEEMED  NOT  SICK  ENOUGH  FOR  TRANSPLANT 
HAVE  POOR  SURVIVAL 


New  data  from  a study  run  jointly  by  UCLA  and 
Stanford  investigators  show  an  “unexpectedly”  poor 
survival  in  mildly  symptomatic  patients  with  dilated 
cardiomyopathy  considered  “too  well”  for  transplanta- 
tion. 

The  study,  described  at  the  35th  Annual  Scientific 
Session  of  the  American  College  of  Cardiology, 
demonstrated  a 46%  one-year  survival  rate  in  28  patients 
with  nonischemic  dilated  cardiomyopathy  and  an  ejec- 
tion fraction  25%  who  were  denied  transplantation  due 
to  the  absence  of  severe  symptoms.  The  investigators  also 
found  that  sudden  death  was  responsible  for  most  deaths 
that  occurred  during  the  first  year  after  these  patients 
were  referred  for  evaluation  for  transplantation.  They 
further  noted  that  those  patients  at  high  risk  of  dying 
within  the  first  year  had  either  a history  of  ventricular 
arrhythmia  or  a stroke  volume  <40cc.  Clinical  status 
improved  only  in  patients  who  had  symptoms  of 
congestive  heart  failure  for  less  than  7 months  at  the  time 
of  their  initial  assessment  for  transplantation. 

According  to  Dr.  Lynne  Warner  Stevenson,  director  of 
the  cardiomyopathy  clinic,  and  medical  director  of  the 
transplantation  program,  UCLA  School  of  Medicine,  the 


findings  suggest  that  “ventricular  arrhythmias  or  a stroke 
volume  ^40cc  may  be  an  indication  for  early  transplan- 
tation. On  the  other  had,  in  mildly  symptomatic  patients 
who  do  not  have  these  risk  factors  but  who  have  short 
duration  of  symptoms,  treatment  may  perhaps  be 
deferred  in  the  hope  that  spontaneous  improvement  in 
cardiac  function  will  occur.” 

Dr.  Stevenson  told  Cardiovascular  News  in  an 
interview,  “My  main  message  to  referring  physicians  and 
physicians  at  transplant  centers  is  that  we  need  to 
evaluate  very  carefully  all  patients  with  dilated  cardio- 
myopathy even  if  their  symptoms  are  not  completely 
disabling.  We  should  try  to  identify  patients  at  high  risk 
despite  limited  symptoms  rather  than  to  rely  on  the  old 
criteria  for  transplantation  holding  that  the  procedure 
should  not  be  performed  until  the  patient  has  New  York 
Heart  Association  clas  IV  disability.  There  will  still  be  a 
large  number  of  patients  with  mildly  symptomatic  dilated 
cardiomyopathy  in  whom  transplantation  should  be 
deferred;  however,  we  should  not  routinely  assume  that 
all  such  patients  should  be  left  alone.” 

When  referred  for  transplantation  by  their  private 
physicians  who  believe  they  have  severe  disease,  patients 
with  dilated  cardiomyopathy  may  have  limited  symp- 
toms and  are  thus  considered  “too  well”  for  trans- 
plantation despite  the  presence  of  abnormal  hemodyna- 
mics, Dr.  Stevenson  noted  in  her  opening  remarks. 
Because  no  data  were  available  on  the  prognosis  in  these 
patients,  the  investigators  decide  to  obtain  and  compare 
clinical  and  hemodynamic  parameters  in  28  such  patients 
who  were  referred  for  transplantation  evaluation  to  the 
UCLA  and  Stanford  Medical  Centers.  All  subjects  had  a 
left  ventricular  ejection  fraction  ^ 25%  and  symptoms  of 
congestive  heart  failure  lasting  at  least  three  months 
before  their  evaluation. 

Accordingly,  information  on  symptom  duration, 
arrhythmia  history,  and  medical  therapy  were  obtained 
from  the  initial  referral  letter  or  admission  evaluation, 
and  the  ejection  fraction  from  cardiac  catheterization  or 
radionuclide  angiography  within  1 2 months  of  transplant 
evaluation,  Referring  physicians  provided  information 
on  the  date  and  circumstances  of  the  patient’s  death,  ie, 
whether  it  occurred  in  or  out  of  hospital  and  in  the 
presence  or  absence  of  hemodynamic  decompensation. 

Dr.  Stevenson’s  group  found  that  actuarial  survival 
without  transplantation  was  70%  at  6 months,  46%  at  1 2 
months,  and  24%  at  24  months.  When  patients  who  did 
not  survive  for  one  year  without  transplantation  were 
compared  to  patients  who  did  survive  without  transplan- 
tation, the  two  groups  were  found  to  be  comparable  in 
terms  of  duration  of  symptoms,  clinical  class,  ejection 
fraction,  cardiac  index,  pulmonary  capillary  wedge  pres- 
sure, right  atrial  pressure,  and  heart  rate.  In  fact,  the  only 
factors  that  were  predictive  of  failure  to  survive  were, 
again,  stroke  volume  ^40cc  and  a history  of  ventricular 
tachycardia/fibrillation. 

“We  also  found  that  a stroke  volume  ^ 40cc,  which 
occurred  in  all  5 patients  who  subsequently  had  hemody- 
namic failure  and  in  none  of  the  one-year  survivors,  was  a 
significant  predictor  of  hemodynamic  deterioration  but 
not  of  sudden  death,”  Dr.  Stevenson  added.  On  the  other 
hand,  a history  of  ventricular  arrhythmia  was  a strong 
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predictor  of  sudden  death  but  not  of  hemodynamic 
deterioration. 

Of  19  patients  in  this  series  who  were  alive  at  6 months 
after  their  initial  assessment,  6 had  an  improvemtn  in 
symptoms,  9 had  a worsening  of  symptoms,  and  4 had 
stable  symptoms  of  congestive  heart  failure.  “While 
patients  who  did  not  improve  had  symptoms  for  a mean 
of  26  months  at  the  time  they  were  first  evaluated  for 
transplantation,  the  mean  duration  of  symptoms  was  5.6 
months  in  those  who  did  improve,”  Dr.  Stevenson  said. 
Furthermore,  no  patients  who  improved  spontaneously 
had  symptoms  for  longer  than  7 months  at  time  of  their 
original  evaluation.  “And,  while  those  patients  whose 
symptoms  were  of  relatively  short  duration  are  the 
subgroup  most  likely  to  improve,  we  may  have  to 
transplant  them  early  if  certain  hemodynamic  criteria  or 
a significant  ventricular  arrhythmia  are  present,  in  order 
to  save  their  lives.” 

The  UCLA/Stanford  team  also  found  that  82%  of 
deaths  that  occurred  during  the  first  year  were  sudden. 

“While  the  major  indication  for  cardiac  transplanta- 
tion has  been  the  presence  of  severe  functional  limitation 
which  is  associated  with  poor  quality  of  life  and  poor 
survival,  the  poor  survival  found  in  our  early  series  in 
patients  wiht  dilated  cardiomyopathy  who  have  only 
mild  symptoms  proves  that  as  a group  they  are  not  ‘too 
weir  for  transplantation,”  Dr.  Stevenson  said.  Better 
techniques  for  procuring  organs,  improved  protection 
from  rejection,  and  refinements  in  methods  of  implan- 
tation have  enhanced  survival  considerably,  she  noted, 
leading  to  an  increase  in  the  availability  of  the  procedure. 
“The  question  for  us  as  investigators  now  is  to  focus  on 
answering  when  and  who  to  recommended  for  transplan- 
tation and  how  to  manage  these  patients  in  the  interim.” 

Finally,  Dr.  Stevenson  told  Cardiovascular  News. 
“regardless  of  how  widespread  cardiac  transplantation 
becomes,  only  a minority  of  patients  are  ultimately 
eligible.  Thus,  it’s  the  obligation  of  every  center  involved 
in  transplantation  to  research  the  optimal  medical 
management  of  patients  who  are  considered  ineligible.” 


DIGOXIN  ROLE  IN  ATRIAL  FIBRILLATION 
EXAMINED 


A new  randomized  double  blind  tria  has  evaluated  the 
clinical  efficacy  of  digoxin  in  converting  atrial  fibrillation 
to  sinus  rhythm. 

Results  of  the  study  show  47%  of  the  patients  treated 
with  digoxin  converted  to  sinus  rhythm,  while  44%  of  the 
placebotreated  group  converted  to  sinus  rhythm,  an 
insignificant  difference,  according  to  Dr.  Anne  A. 
Knowlton  and  colleagues,  of  Boston  City  Hospital. 

In  a presentation  at  the  35th  Annual  Scientific  Session 
of  the  American  College  of  Cardiology,  Dr.  Knowlton 
pointed  out  that  approximately  45%  of  patients  will 
spontaneously  convert  to  sinus  rhythm  within  18  hours  of 
hospitalization.  Among  her  conclusions:  acute  digitaliza- 
tion does  not  facilitate  conversion  to  sinus  rhythm  and, 
contrary  to  theoretical  considerations,  acute  digitaliza- 


tion does  not  appear  to  prolong  the  episode  of  the 
arrhythmia. 

The  study  focused  on  patients  with  atrial  fibrillation  of 
recent  onset.  During  a 20-month  period,  the  investigators 
compared  digoxin  to  placebo  in  atrial  fibrillation  of  7 
days’  or  less  duration.  Thirty-six  patients,  drawn  from 
the  medical  service  and  the  emergency  room,  were 
enrolled  in  the  study;  they  had  a total  of  39  episodes  of 
atrial  fibrillation. 

Dr.  Knowlton  reported  that,  of  the  39  episodes,  21 
were  treated  with  digoxin  and  18,  placebo.  Oral  digoxin 
in  a gelatin  capsule  was  used  as  the  study  drug.  Patients 
received  an  initial  dose  of  3 capsules — 0.6mg  of  active 
drug,  and  subsequent  doses,  at  4,  8,  and  14  hours,  of  0.4, 
0.2  and  0.2mg,  for  a maximal  total  dose  of  1.4mg. 
Dr.  Knowlton  pointed  out  that,  in  individual  patients, 
the  study  weas  terminated  following  reversion  to  sinus 
rhythm,  or,  if  this  did  not  occur,  4 hours  following  the 
final  dose,  ie,  18  hours  after  énrollment.  Aftercompletion 
of  the  study,  M-mode  and  2-D  echocardiograms  were 
obtained  to  help  clarify  etiology. 

The  distributions  of  etiology  in  the  digoxin  and 
placebo  groups  were  similar.  Dr.  Knowlton  found 
alcohol  the  most  common  cause,  followed  by  valvular 
disease,  predominantly  affecting  the  mitral  valve.  Other 
causes  included  pulmonary  disease,  cardiomyopathy, 
and  coronary  artery  disease. 

In  another  aspect  of  the  study.  Dr.  Knowlton 
examined  the  initial  heart  rate  on  presentation  to  see  if 
patients  with  atrial  fibrillation  and  fast  ventricular 
response  are  more  likely  to  revert  to  sinus  rhythm  follow- 
ing digoxin  therapy  than  those  with  a slower  rate. 

But  Dr.  Knowlton  found  to  significant  difference 
between  the  initial  heart  rates  in  the  digoxin  and  placebo 
groups  (120  versus  117).  In  patients  converting  after 
digoxin  the  mean  initial  heart  rate  was  125  and  in  those 
converting  aftert  placebo,  119. 

No  ventricular  rate  slowing  was  found  prior  to 
conversion  to  sinus  rhythm  in  either  group — 126  versus 
125bpm  for  the  eventual  digoxin  converters  and  125 
versus  119  bpm  for  the  eventual  placebo  converters — a 
finding  Dr.  Knowlton  considered  initially  surprising, but 
which  maybe  explained  by  the  time  of  conversion  in  these 
patients.  She  said  further  analysis  of  the  heart  rates 
showed  that  the  mean  heart  rate  for  the  digoxin-treated 
patients  did  not  significantly  slow  from  what  it  had  been 
initially  until  4 hours  after  treatment  was  begun.  With  the 
mean  conversion  time  under  5 hours,  she  noted,  many 
patients  converted  before  the  effect  of  digoxin  on  the  AV 
node  was  apparent. 


CALCIUM  PUMP  MAY  BE  UNDERLYING 
MECHANISM  IN  STILL-BAFFLING 
HYPERTROPHIC  CARDIOMYOPATHY® 


“Hypertrophic  cardiomyopathy  is  a primary  myocar- 
dial disease  that  has  at  the  same  time  fascinated  and 
baffled  investigators  since  it  was  first  described  in  the  late 
1950s,”  Dr.  Stephen  E.  Epstein,  chief,  cardiology 
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branch,  National  Heart,  Lung,  and  Blood  Institute, 
Bethesda,  commented  here.  “Over  the  past  several  years, 
an  impressive  array  of  observations  has  emerged, 
covering  a range  of  facts  of  the  disease,  including  its 
clinical  identification,  morphology,  pathophysiology, 
and  natural  history,”  he  said. 

Dr.  Epstein,  keynote  speaker  at  the  opening  plenary 
session  at  the  Americna  College  of  Cardiology’s  35th 
Annual  Scientific  Session,  pointed  out,  however,  that, 
despite  enormous  progress  in  our  understanding  of 
hypertrophic  cardiomyopathy,  significant  questions 
remain,  such  as  whether  or  not  there  is  a causal  link 
between  the  two  characteristic  abnormalities  of  the 
disease  which  are  “unexplained”:  myocardial  hyper- 
trophy with  cellular  disarray  and  thickened  small 
intramural  coronary  arteries.  To  that  end.  Dr.  Epstein 
and  colleagues  have  been  exploring  a number  of 
hypotheses. 

If  a single  unifying  hypothesis  can  account  for  the 
development  of  hypertrophic  cardiomyopathy,  it  is 
probably  the  calcium  regulatory  membrane  hypothesis. 
According  to  this  hypothesis,  hypertrophic  cardiomyopathy 
is  a primary  disorder  involving  both  the  myocardium  and 
the  vascular  smooth  muscle  of  the  small  intramural 
coronary  arteries,  caused  by  elevated  cytosolic  calcium 
levels.” 

In  his  presentation.  Dr.  Epstein  briefly  reviewed  other 
hypotheses  considered  by  his  group  as  a possible 
explanation  for  hypertrophic  cardiomyopathy  and  cited 
their  various  limitations.  “We  postulated,  for  example, 
that  hypertrophic  cardiomyopathy  might  be  a primary 
disorder  of  myocardial  hypertrophy,  but  we  eventually 
rejected  this  hypothesis  because  it  does  not  sufficiently 
explain  either  the  abnormal  vessels  or  some  of  the 
abnormalities  of  left  ventricular  diastolic  function 
observed  in  this  disease.” 

A second  hypothesis  the  NHLBI  team  explored  was 
that  hypertrophic  cardiomyopathy  is  a primary  disorder 
caused  by  abnormalities  in  catecholamine  production  or 
adrenergic  receptor  sensitivity.  While  not  totally  ruling 
our  this  hypothesis.  Dr.  Epstein  pointed  out  that  it 
cannot  explain  the  abnormal  intramural  coronary 
arteries  characteristic  of  most  patients  who  die  of  this 
disease.  Furthermore,  most  studies  have  shown  that 
diastolic  function  in  patients  with  hypertrophic  cardio- 
myopathy does  not  improve  when  beta  blockers  are  given 
but  does  improve  with  calcium  channel  blockade  by 
verapamil. 

As  for  treatment  for  hypertrophic  cardiomyopathy. 
Dr.  Epstein  emphasized  that  the  effectiveness  of  a given 
approach  rests  largely  on  “which  pathophysiologic 
mechanism  is  the  key  contributor  to  a patient’s  myriad  of 
symtoms.”  For  example,  the  patient  with  severe  angina, 
dyspnea,  or  syncope  secondary  to  subaortic  obstruction 
will  likely  have  symptomatic  improvement  with  surgery 
to  relieve  the  obstruction,  he  said.  By  contrast,  when 
symptoms  are  caused  largely  by  mechanisms  that  are  not 
related  to  obstruction,  such  as  diastolic  dysfunction  or 
ischemnia,  surgery  will  generally  provide  more  moderate 
symptomatic  relief.  Also,  surgery  is  contraindicated  “if 
only  a small  gradient  is  present  but  symptoms  are 
predominantly  the  result  of  diastolic  dysfunction  or 


ischemia  caused  by  small  vessel  disease,”  he  advised. 

Developing  effective  regimens  for  medical  therapy  in 
patients  with  hypertrophic  cardiomyopathy  has  been 
somewhat  problematic  because  of  the  high  degree  of 
variability  in  patient  reponse  to  existing  drugs,  probably 
occurring  because  the  pathophysiologic  mechanisms 
responsible  for  this  disease  differ  from  patient  to  patient. 

For  instance,  subaortic  gradients  may  be  increased  and 
symptoms  may  be  exacerbated  if  preload-  and  afterload- 
reducing  agents  (such  as  nitrates  and  hydralazine),  beta 
blockers,  and  digitalis  glycosides  are  used.  For  the  most 
part,  these  drugs  are  contraindicated  in  patients  with 
obstructive  hypertrophic  cardiomyopathy.  “On  the  other 
hand,  angina  may  improve  with  nitrates  in  patients  with 
the  nonobstructive  form  of  the  disease  in  whom  major 
pathophysiologic  abnormalities  are  impaired  left  ventri- 
cular diastolic  function,  myocardial  ischemia,  and 
occasional  systolic  dysfunction,”  he  said. 

In  his  concluding  remarks.  Dr.  Epstein  stressed  that 
more  research  is  needed  “before  we  can  construct  an 
accurte  profile  of  the  relative  contribution  of  the  different 
pathophysiologic  mechanisms  to  a given  patient’s 
symptoms,  therapy  permitting  better  treatment  for  these 
patients.” 


AMERICAN  ACADEMY 
OF  PEDIATRICS 


A QUICK  CURE  FOR  THUMB  SUCKING 


If  your  child  is  a chronic  thumb  sucker,  successful 
treatment  may  be  as  convenient  as  the  local  drugstore. 

Based  on  a study  published  in  the  July  issue  of 
Pediatric,  the  journal  of  the  American  Academy  of 
Pediatrics,  over-the-counter  remedies  are  available  to 
quickly  and  easily  eliminate  thumb  sucking  in  normal 
children. 

Seven  developmentally  normal  children,  all  chronic 
thumb  suckers  aged  3-12  years,  were  involved  in  this 
study,  from  The  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  and  the  University  of  Kansas 
Medical  Center,  Kansas  City.  Parents  were  instructed  to 
apply  a commercially  available,  bitter-tasting  liquid  to 
their  child’s  thumb  or  finger  once  in  the  morning  and 
once  before  bedtime.  At  three  and  six-month  follow-ups, 
the  treatment  resulted  in  complete  elimination  of  thumb 
sucking  for  all  seven  children. 

Thumb  sucking  is  common  in  infancy,  and  is  often  no 
more  than  a passing  habit.  Research  suggests  that 
children  under  four  should  not  be  treated  unless  ortho- 
dontic problems  are  apparent  because,  in  many  cases, 
persistent  negative  feedback  can  be  harmful  to  the  child’s 
self-esteem.  But  when  thumb  sucking  occurs  over  four 
years  of  age,  orthodontic  problems  such  as  an  overbite 
can  result,  and  most  pediatricians  suggest  treatment. 
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PEDIATRICS  IN  THE  FUTURE:  THE  CHILD  OF 
THE  21ST  CENTURY 


The  health  problems  that  face  children  of  the  future 
will  largely  be  emotional,  not  physical,  say  an  interna- 
tional group  of  pediatricians.  That  means  child  survival 
of  tomorrow  will  be  dependent  on  treating  what  these 
experts  term  the  new  morbidity:  accidents,  suicide  and 
homocide. 

These  problems,  and  a unique  way  to  help  solve  them 
— by  involving  children — were  discussed  by  the  three 
physicians  speaking  at  the  International  Congress  of 
Pediatrics,  hosted  by  the  American  Academy  of 
Pediatrics  (AAP). 

“Traditional  pediatrics  — treating  infectious  diseases, 
diarrhea — is  the  major  problem  in  developing  countries,” 
said  Robert  Haggerty,  M.D.,  immediate  past  president  of 
the  AAP.  “We  still  have  a job  to  do  in  many  parts  of  the 
world.  However,  here,  and  in  other  developed  countries, 
those  problems  have  been  eliminated  for  the  most  part, 
whether  due  to  medicine,  better  sanitation  or  a healthier 
environment. 

“But  we  still  organize  our  pediatric  practice  in  this 
country  as  if  to  target  the  first  set  of  problems.  We  don’t 
deal  as  much  with  the  other,  the  emotional  problems,  as 
we  should.  In  the  future.  I’d  like  to  see  somewhat  of  a 
restructuring  of  practice  toward  stressing  safety,  com- 
munication and  family  cohesiveness,”  said  Dr.  Haggerty, 
who  is  currently  Clinical  Professor  of  Pediatrics  at  Cornell 
University  Medical  College,  New  York,  and  director, 
William  T.  Grant  Foundation. 

Another  physician  on  this  panel,  Noboru  Kobayashi, 
M.D.,  director  of  the  National  Children’s  Medical 
Research  Center  in  Tokyo,  Japan,  said  the  future  of  child 
health  lies  in  emphasizing  the  importance  of  understand- 
ing. 

“Children  will  need  to  grow  up  with  more  emotional 
stability,  good  mental  and  physical  health,  and  unders- 
tanding that  crosses  over  racial  and  religious  barriers,” 
he  said.  “Twenty  years  from  now  in  Africa,  if  we  take  care 
of  the  food  and  medicine  problem,  that  will  be  just  the 
beginning.  We  will  not  solve  everything  by  solving  just 
those  two  dilemas,”  Dr.  Kobayashi  remarked. 

A way  to  start  to  solve  the  problems  of  the  new 
morbidity  was  discussed  by  a third  pediatrician,  Robert 
Aldrich,  M.D.,  Clinical  Professor  of  Pediatrics  at  the 
University  of  Washington,  Seattle.  He  stressed  that 
children  should  have  the  opportunity  to  be  involved  with 
decisions  that  affect  their  future.  “Every  city  should  have 
a grass  roots  organization  involved  with  the  city 
government  that  is  made  up  of  children  or  has  children  in 
it,  something  that  reflects  what  children  think,”  he  said. 

Dr.  Aldrich,  who  was  the  first  director  of  the  National 
Institute  of  Child  Health  and  Human  Development, 
described  a program  in  Seattle  he  started  that  has  done 
just  that.  A children’s  advisory  board  to  the  mayor,  made 
up  of  forty  children  ages  11-15,  has  been  successful  in 
implementing  policy  changes  affecting  their  city  environ- 
ment — such  as  a curfew  and  the  use  and  space  allottment 


for  public  parks. 

Involving  children  in  policy-making  decisions  will  help 
lessen  the  new  morbidity  problems,  said  Dr.  Aldrich. 
“In  the  past,  we’ve  neglected  the  role  the  physical 
environment  plays  in  a child’s  health,  development  and 
well-being,”  Dr.  Aldrich  said.  When  children  have  a 
voice  in  regards  to  the  environment  surrounding  them, 
they  feel  can  affect  their  future;  they’re  not  powerless. 
They  can  work  to  improve  their  quality  of  life,  he  said. 


WHEN  PARENTS  GET  DIVORCED,  CHILDREN 
REACT  IN  VARIOUS  WAYS 


When  children  lose  a parent  through  divorce,  they 
respond  to  the  trauma  in  various  ways,  depending  on 
their  age  and  several  other  factors. 

With  the  international  divorce  rate  on  the  rise,  it  is 
increasingly  important  to  understand  the  effects  that 
parental  separation  has  on  children. 

A staggering  number  of  children  all  over  the  world  are 
experiencing  family  disruption,  according  to  a chart 
compiled  by  C.D.  Papadatos,  M.D.: 


Ratio  of  Divorces  to  Marriages  in  Eight  Countries 


1969 

1983 

Austria 

1:6 

1:3 

Belgium 

1:11 

1:4 

Bulgaria 

1:8 

1:5 

Denmark 

1:6 

1:2 

Hungary 

1:4,  5 

1:3 

United  States 

1:4,  5 

1:2 

Greece 

1:20 

1:10 

Soviet  Union 

1:3,  5 

1:3 

“The  year  following  the  divorce  is  the  most  critical  to 
the  child’s  capacity  to  adjust  to  the  new  situation,”  said 
Dr.  Papadatos,  who  spoke  at  the  International  Congress 
of  Pediatrics,  sponsored  by  the  American  Academy  of 
Pediatrics. 

During  the  first  year,  a child’s  distress  can  be  greatly 
reduced  if  the  parents  can  understand  and  deal  with  their 
child’s  responses. 

Dr.  Papadatos,  a professor  of  pediatrics  at  the 
University  of  Athens,  Greece,  explained  the  responses 
found  among  certain  age  groups  of  children. 

“Children  2-5  years  old  often  revert  to  thumb-sucking 
and  bed-wetting,”  he  said.  Refusal  to  eat,  nightmaresand 
aggressive  behavior  toward  siblings  are  also  common 
among  preschool-aged  children  immediately  following 
their  parents’  divorce. 

School-age  children,  on  the  other  hand,  will  have  fears 
of  abandonment,  appear  very  sad  and  cry  more 
frequently.  Dr.  Papadatos  said.  They  are  likely  to  suffer 
academically,  show  resentment  toward  their  parents  and 
create  fantasies  of  rescuing  the  marriage. 

Adolescents  often  react  to  divorce  with  feelings  of 
betrayal,  sadness,  anger  and  shame.  Dr.  Papadatos  said. 
While  they  usually  avoid  becoming  embroiled  in  the 
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parental  conflict,  adolescents  frequently  become  con- 
cerned about  their  future  and  the  availability  of  financial 
support. 

Following  a divorce,  adolescents  also  might  engage  in 
premature  sexual  activity  or  deliquency  and  show  a 
decline  in  academic  performance. 

Dr.  Papadatos  said  that  in  addition  to  age,  these 
factors  also  affect  they  way  a child  responds  to  divorce; 
the  quality  of  the  predivorce  family,  the  intensity  of  the 
parental  conflict,  the  child’s  relationship  with  the  parents 
and  the  child’s  personality. 


WHITE  MALE  CHILDREN  MAY  BE  AT  HIGHER 
RISK  FOR  HEART  DISEASE:  BOGALUSA 
HEART  STUDY 


A study  of  almost  3,000  black  and  white  children 
shows  there  may  be  an  inherent  metabolic  difference  that 
predisposes  white  male  children  to  coronary  heartdisease 
in  later  life,  moreso  than  their  black  and  female  counter- 
parts. 

The  study,  published  in  the  August  issue  of  Pediatrics, 
the  journal  of  the  American  Academy  of  Pediatrics 
(AAP),  also  concludes  that  these  racial  and  gender 
differences  are  evident  early  in  life  and  do  not  seem  to  be 
the  result  of  environmental  factors. 

These  findings  may  target  white  males  for  accelerated 
atherosclerosis  and  future  coronary  heart  disease  simply 
because  of  their  sex  and  race.  This  heightens  the  contro- 
versy surrounding  early  preventive  intervention  to 
circumvent  future  health  problems. 

Researchers  at  Louisiana  State  University  in  New 
Orleans  gathered  data  on  2,854  children  ages  5 to  17, 
living  in  Bogalusa,  Lousiana,  measuring  the  children’s 
apolipoprotein  levels.  The  researchers  chose  to  measure 
apolipoprotein  levels  instead  of  cholesterol  levels  because 
this  protein  component  recently  has  been  identified  as  a 
better  predictor  of  coronary  heart  disease.  This  is  the  first 
large  sample  study  to  use  apolipoprotein  measurements. 

The  researchers’  earlier  studies  found  that  “the  most 
dramatic  changes  in  serum  lipids  and  lipoproteins  occur 
during  the  first  year  of  life,’’  with  the  mean  level  of  total 
cholesterol  essentially  approaching  the  young  adult  level 
by  the  age  of  one  to  two  years. 

Environment  did  not  seen  to  be  a factor  affecting  the 
apolipoprotein  measurements,  the  study  continues. 

“There  was  no  major  difference  in  the  children’s 
dietary  patterns,’’  says  Sathanur  Srinivasan,  Ph.D.,  one 
of  the  study  researchers.  “Although  there  were  some  dif- 
ferences, they  were  not  significant  enough  to  explain  the 
findings.’’ 

Still,  Dr.  Srinivasan  and  the  other  researchers  agree 
with  the  dietary  recommendations  of  the  American  Heart 
Association,  limiting  dietary  fat  in  children,  but  not  to 
the  extent  of  stunting  growth. 

The  study,  directed  by  Gerald  Berenson,  M.D.,  also 
notes  that  the  lipoprotein  levels  decreased  dramatically  in 
pubertal  white  males,  but  not  in  black  males  or  females  or 
white  females.  “Apparently,  endogenous  sex  hormones 
are  having  a major  influence  on  the  lipoprotein  profile  in 


adolescents,”  the  study  says. 

Another  finding  of  this  study  concludes  that  children’s 
apolipoprotein  levels  correspond  to  tho.se  of  their 
parents.  “The  apolipoprotein  measures  in  the  children 
were  almost  identical  to  that  of  the  parents  who  had  heart 
disease,”  says  David  Freedman,  Ph.D.,  another  researcher. 


WILL  LONG-TERM  DIET  INTERVENTION 
AFFECT  A HIGH-RISK  CHILD’S  GROWTH? 
A NEW  STUDY  SAYS  “NO’’ 


A new  study  of  children  genetically  at  risk  for  high 
cholesterol  levels  and  related  problems  says  that  long- 
term dietary  interventions  may  not  have  a significant 
effect  on  their  growth  and  development  and  appear  to  be 
an  effective  approach  in  the  prevention  of  coronary  heart 
disease  in  later  life. 

Researchers  from  the  University  of  Cincinnati  College 
of  Medicine  examined  73  children  who  were  at  risk  for 
familial  predisposition  to  hypercholesterolemia. 

The  researchers  put  some  of  the  children  on  a low-fat, 
low-cholesterol  diet.  They  adhered  to  the  National  Heart, 
Lung  and  Blood  Institute  diet  of  restricting  fat  intake  to 
30  percent  of  calories  or  less,  and  cholesterol  to  250 
milligrams  or  less  a day.  Other  children  were  put  on  the 
diet  and  were  also  treated  with  a bile  acid-binding  resin 
therapy. 

In  six  years  of  follow-up,  there  were  no  significant  dif- 
ference in  the  children’s  height  and  weight  when 
compared  with  39  age-and  sex-matched  children  on 
normal,  non-restrictive  diets.  Also,  throughout  the 
follow-up  period,  there  were  no  specific  physical  or 
emotional  abnormalities  noted. 

The  researchers,  writing  in  the  August  issue  of 
Pediatrics,  the  journal  of  the  American  Academy  of 
Pediatrics  (AAP),  said  that  the  program  was  effective  in 
reducing  total  plasma  cholesterol  levels  within  ranges 
previously  shown  to  be  effective  in  reducing  coronary 
heart  disease  events  in  hypercholesterolemic  men. 

For  the  children  on  the  diet  alone,  cholesterol  concen- 
tration was  reduced  9.6  percent  in  five  and  a half  years. 
These  children  had  less  severe  hypercholesterolemia  from 
the  onset  of  the  study.  For  the  children  on  the  combina- 
tion diet  and  drug  therapy,  cholesterol  was  reduced  12.5 
percent  in  five  years. 

The  researchers  cautioned  that  the  study  is  not 
intended  to  be  extrapolated  to  the  entire  pediatric 
population.  They  agreed  with  the  findings  of  the  National 
Consensus  Conference  that  children  at  high  risk  should 
be  identified  through  family  histories  rather  than  through 
routine  screening. 

The  children  in  this  study  were  between  three  months 
and  18  years  of  age,  with  the  median  age  being  1 1 years. 
There  were  35  boys  and  38  girls;  69  whites  and  4 blacks. 
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FAMILY  PRAaiCE. 

A REMARMNG  EXPERIENtt  IN 
ARMYMEDiaNE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY/ARMY  RESERVE  MEDICINE 
FEDERALOFFICE  BLD. 
ROOM  919,  BOX  63 
51  S.W.  1st.  AVE. 

MIAMI,  FL.  33130 
CALL  COLLECT;  (305)  358-6489 


ARMY.  ARMY  RESERVE.  BEALLYOUCANBE. 


NEW  SYNDROME  DESCRIBED  IN  INFANTS: 
HTLV-III  EMBRYOPATHY 


A newly  identified  syndrome  in  infants  and  children 
infected  with  the  AIDS  virus  is  described  in  the  July 
American  Journal  of  Diseases  of  Children.  Robert  W. 
Marion,  MD,  and  colleagues,  of  Albert  Einstein  College 
of  Medicine,  Bronx,  N.Y.,  noted  similar  features  among 
20  infants  and  children  who  tested  positive  for  HTLV-III 
antibody,  including  growth  failure,  microcephaly  and 
craniofacial  abnormalities  such  as  wide  set  eyes, 
prominent  boxlike  appearance  of  the  forehead,  and  flat 
nasal  bridge.  All  mothers  of  the  children  were 
intravenous  drug  abusers  who  also  tested  positive  for 
antibody  to  HTLV-III.  “We  believe  these  data  are 
sufficient  to  establish  that  intrauterine  HTLV-III 
infection  can  cause  serious  aberrations  in  fetal  develop- 
ment involving  structures  other  than  the  immune  system, 
thus  representing  a previously  unrecognized  embryo- 
pathy,” the  researchers  say. 


MONOZYGOTIC  TWINS  DISCORDANT 
FOR  AIDS 


TERBUTALINE,  THEOPHYLLINE  COMPARABLE 
ASTHMA  TREATMENTS 


Sustained-release  (S-R)  terbutaline  sulfate  (Bricanyl 
Durales)  and  S-R  theophylline  (Theo-Dur)  appear  to  be 
equally  effective  in  treating  childhood  asthma,  according 
to  a report  in  the  July  American  Journal  of  Diseases  of 
Children.  Janet  R.  Roberts,  MD,  and  colleagues,  of  the 
University  of  Manitoba,  Winnipeg,  Canada,  conducted  a 
randomized,  double-blind  crossover  study  of  the  two 
drugs,  given  twice  daily  to  20  patients  ( 1 2 boys  and  eight 
girls)  aged  8 to  15  years.  “To  our  knowledge.  S-R  terbu- 
taline has  not  previously  been  compared  with  S-R 
theophylline  in  twice-daily  dosing,”  the  researchers  say. 
“Under  the  specified  conditions  of  the  study,  (both 
drugs)  appeared  to  be  comparable  in  their  ability  to 
maintain  control  of  symptoms  of  chronic  asthma  in 
children.” 


LASER  TECHNIQUE  MEASURES  RETINAL 
BLOOD  FLOW  IN  DIABETICS 


Bidirectional  laser  Doppler  velocimetry  (BLDV)  in 
combination  with  monochromatic  fundus  photography 
“offers  a new,  noninvasive  approach  to  the  investigation 
of  retinal  hemodynamics  that  appears  to  be  precise, 
accurate,  and  reproducible,”  according  to  a repor  in  the 
July  Archives  of  Opthalmology.  Juan  E.  Grunwald,  MD, 
and  colleagues,  of  the  University  of  Pennsylvania, 
Philadelphia,  used  the  methods  in  26  normal  persons  and 
in  51  insulin-treated  diabetic  patients  with  no  retino- 
pathy, background  retinopathy  (BDR),  proliferative 
retinopathy  (PDR)  and  patients  with  PDR  who  had  been 
treated  by  panretinal  photocoagulation.  “Venous  diame- 
ter... was  significantly  greater  than  normal  in  patients 
with  BDR  and  PDR,”  the  researchers  say.  The  maximum 
velocity  of  red  blood  cells  was  significantly  lower  than 
normal  in  eyes  with  diabetic  retinopathy,  and  calculated 
volumentric  blood  flow  rate  was  significantly  decrased  in 
patients  with  PDR  who  had  been  treated  by  panretinal 
photocoagulation. 


Identical  twins  born  to  parents  who  are  both  antibody 
positive  to  HTLV-III  may  not  both  be  infected  with  the 
virus,  according  to  a case  report  in  the  July  American 
Journal  of  Diseases  of  Children.  Rachel  Menez-Bautista, 
MD,  of  the  State  University  of  New  York,  Brooklyn,  and 
colleagues,  describe  the  case  of  monozygotic  twin  girls, 
only  one  of  whom  developed  AIDS.  “One  twin  had 
clinical  evidence  of  the  syndrome  with  tests  positive  for 
antibody,  whereas  the  other  at  the  age  of  3 years  was 
clinically,  serologically,  and  virologically  normal,”  the 
researchers  report. 


PATTERN  BALDNESS  TREATED  WITH 
TISSUE  EXPANSION 


Two  types  of  baldness,  male  pattern  alopecia  and  bald 
patches  due  to  scarring,  may  be  successfully  treated  with 
tissue  expansion,  according  to  a report  in  the  July 
Archives  of  Otolaryngology-Head  and  Neck  Surgery. 
Sheldon  S.  Kabaker,  MD,  of  the  University  of  California, 
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San  Francisco,  and  colleagues  describe  tissue  expansion 
as  one  of  the  most  exciting  new  advances  in  surgery.  In 
the  procedure,  “the  expander  is  placed...  beneath  a hair- 
bearing area  and  is  inflated  over  a six-  to  eight-week 
period.  In  a second  procedure,  the  device  is  removed  and 
the  bald  area  is  excised.”  The  researchers  describe 
successful  use  of  the  procedure  in  17  male  patients.  “Skin 
expansion  is  a naturally  occurring  process  during 
pregnancy,  but  until  recently  we  have  ignored  this 
potential  means  for  producing  extra  tissue,”  they  say. 


PAP  SMEAR  TEST  ADVISED  FOR 
ELDERLY  WOMEN 


In  a study  appearing  in  JAMA,  primary  care 
physicians  in  outpatient  settings  are  encouraged  to  use 
Papanicolaou  ( Pap)  smears  for  early  detection  of  cervical 
cancer  in  postmenopausal  women.  The  report  calls  on 
doctors  in  nongynecological  primary  care  settings  to 
screen  even  asymptomatic  women  65  years  of  age  and 
older. 

Jeanne  Mandelblatt,  MD,  of  City  Hospital  Center  at 
Elmhurst  and  Mount  Sinai  School  of  Medicine,  New 
York,  and  colleagues  studied  816  elderly  women  to 
explore  feasibility  of  cervical  cancer  screening  for  those 
over  65.  Today’s  elderly  women,  who  were  just  leaving 
their  reproductive  years  when  the  Pap  smear  was 
introduced  for  cancer  detection,  may  not  have  routinely 
sought  gynecological  care  after  their  child-bearing  years 
ended.  “Our  results  suggest  that  an  older  woman’s 
screening  history  is  the  most  important  variable  in 
deciding  whether  a Papanicolaou  smear  is  indicated,”  say 
the  researchers. 

With  16,000  new  cases  of  invasive  cervical  cancer 
annually,  4,000  of  which  occur  in  women  over  65,  the 
researchers  note  that,  “Lack  of  prior  Papanicolaou 
smear  screening  is  the  most  common  reason  for  nondetec- 
tion of  invasive  cervical  cancer  at  earlier  stages  of  the 
disease.”  As  age  increases,  use  of  screening  decreases.  “It 
should  be  recognized  that  the  annual  cost  of  medical  care 
for  the  elderly  is  three  times  greater  than  that  for  those 
younger  than  65  years,”  they  say.  Much  of  this  excessive 
cost  occurs  because  illnesses  in  the  elderly  are  not  treated 
at  early,  more  curable  stages. 

More  than  1,500  women  with  a birth  year  of  1919  or 
earlier  were  invited  to  participate  in  the  study  that  began 
September  24,  1984  and  ended  April  30,  1985.  Fifty-three 
percent  actually  received  a bimanual  pelvic  examination 
and  Pap  smear  as  well  as  breast,  rectal,  rectovaginal  and 
stool  examinations.  Of  those  in  the  study,  75  percent  had 
had  a Pap  smear  at  some  time,  while  only  26  percent 
received  the  test  as  regularly  as  every  one  to  five  years.  A 
full  one  fourth  of  the  women  reported  never  having  had 
the  test. 

Calling  their  study  the  first  large  survey  of  elderly 
women  in  an  outpatient  setting  in  the  U.S.,  the  resear- 
chers emphasize  that  these  women  are  not  accustomed  to 
using  health  screening  services,  but  would  more  often 


seen  a primary  physican  than  a gynecologist.  They 
consider  the  elderly  a group  that  is  at  high  risk  for 
developing  cervical  cancer. 

Primary  care  physicians  in  ambulatory  care  settings 
must  be  made  aware  of  the  importance  of  adequate 
cervical  cancer  screening  programs  for  their  postmeno- 
pausal patients.  The  researchs  conclude,  “...clinicians 
and  policy  makers  alike  should  consider  the  importance 
of  selected  cancer  prevention  strategies  in  our  rapidly 
aging  society.” 

In  an  accompanying  editorial,  Donald  E.  Riesenberg, 
MD,  concurs  with  the  researchers  that  the  primary  care 
physician  must  assume  a major  role  in  gynecologic  care 
of  elderly  women.  He  notes  that  issues  of  sexual  health 
are  sensitive  but  must  be  addressed  in  caring  for  the 
elderly  patient.  “The  medical  profession,”  he  says,  “must 
remain  vigilant  against  ageism...” 

Riesenberg  asks  some  probing  questions  about 
physician  attitudes.  He  notes  the  potential  for  these 
attitudes  toward  ageism  to  interfere  with  adequate 
screening  of  the  elderly  for  diseases  which  are  more 
curable  in  early  stages.  Like  the  researchers,  he  believe, 
“...it  is  int  he  best  interests  of  the  elderly  female  patient 
for  her  physician  to  remember  the  Papanicolaou  test.” 

JAMA  July  18.  1986 


DAYTIME  SLEEPINESS  FOLLOWS 
MONONUCLEOSIS 


Infection  with  the  Epstein-Barr  virus,  the  virus 
responsible  for  mononucleosis,  may  lead  to  chronic 
daytime  sleepiness  long  after  the  ‘mono’  is  gone, 
according  to  a study  in  the  July  Archives  of  Internal 
Medicine.  Christian  Guilleminault,  MD,  and  Susanna 
Mondini,  MD,  of  the  Sleep  Disorders  Clinic  and 
Research  Center  at  Stanford  University,  studied  12 
patients  who  developed  chronic  daytime  sleepiness  after 
being  infected  with  the  Epstein-Barr  virus.  Though  they 
were  not  able  to  determine  which  persons,  of  all  those 
infected,  would  be  likely  to  develop  the  condition,  “the 
relationship  between  the  chronic  syndrome  and  EBV 
infection  appears  strong.”  the  researchers  say,  “and 
deserves  systemic  prospective  investigation.” 


MAMMOGRAPHY  YIELDS  FALSE-NEGATIVE, 
FALSE  POSITIVE  RESULTS 


Women  with  clinically  suspicious  breast  lumps  should 
undergo  biopsies  even  if  mammography  results  are 
negative,  according  to  a study  reported  in  the  July 
Archives  of  Surgery.  Jeremiah  O.  Young,  MD,  of 
Framingham  Union  Hospital,  Framingham,  Mass.,  and 
Boston  University,  and  colleagues  studied  the  effecti- 
veness of  mammography  in  diagnosing  cancer  in  342 
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women.  “The  number  of  women  with  cancer  of  the  breast 
and  false-negative  mammogram  reports  ranged  from  1 1 
percent  to  25  percent,  depending  on  how  equivocal 
mammogram  reports  were  interpreted,”  the  researchers 
say.  Mammography  correctly  diagnosed  malignancy  in 
89  percent  of  cases  and  benign  conditions  in  70  percent  of 
cases.  The  mean  predictive  value  of  a positive  mammo- 
gram in  women  50  years  of  age  and  older  was 
considerably  higher  than  in  women  younger  than  50,  the 
report  adds. 

ALZHEIMER’S  PATIENTS  SHOW 
PARKINSON’S  PATHOLOGY 


Most  patients  with  Alzheimer’s  disease  who  also  show 
symptoms  characteristic  of  Parkinson’s  disease  (rigidity 
with  or  without  tremor)  have  pathologic  changes  of 
Parkinson’s  disease  in  their  brains,  suggests  a study  in  the 
July  Archives  of  Neurology.  James  Leverenz,  MD,  and  S. 
Mark  Sumi,  MD,  of  the  University  of  Washington  School 
of  Medicine,  Seattle,  documented  changes  in  the 
sustantia  nigra  in  11  (85  percent)  of  13  such  Alzheimer’s 
patients.  “Nine  patients  had  a second  diagnosis  of 
possible  or  definite  Parkinson’s  disease,”  the  researchers 
say.  Another  study  in  the  Archives,  conducted  by 
Giuseppe  Bruno,  MD,  and  colleagues  of  the  NINCDS  at 
the  NIH,  provides  further  evidence  that  cholinomimetics 
administered  to  Alzheimer’s  patients  fail  to  promote  any 
consistent  overall  changes  in  cognitive  performance. 


MAGNETITE  IN  HUMAN  TISSUES  MAY  CAUSE 
PROBLEMS  WITH  MRI 

A method  for  detecting  magnetite  in  human  lung  tissue 
is  described  in  the  July  Archives  of  Pathology  and 
Laboratory  Medicine.  This  ferromagnetic  mineral,  Fe304, 
becomes  strongly  magnetized  when  placed  in  a magnetic 
field,  say  Farhad  Moatamed,  MD,  of  the  Veterans 
Administration  Medical  Center,  Salt  Lake  City,  and 
Frank  B.  Johnson,  MD,  of  the  Armed  Forces  Institute  of 
Pathology,  Washington,  DC.  Most  magnetite  in  human 
lungs  is  caused  by  environmental  or  occupational 
exposure.  “Although  exposure  to  iron  oxides  has  not 
been  shown  to  have  any  carcinogenicity  in  exposed 
workers,  magnetite  may  become  biologically  significant 
when  it  is  situated  in  a strong  electromagnetic  condi- 
tion,” such  as  magnetic  resonance  imaging  (MRI),  the 
researchers  say.  In  the  lungs,  the  magnetic  field  could 
cause  “microhemorrhages  or  other  lesions  by  pulling  the 
magnetized  particles...  in  various  directions.” 

HEPATITIS  VACCINE  SAFE,  EFFECTIVE:  CDC 

The  vaccine  developed  to  protect  health  workers  and 
others  from  hepatitis  B infection  is  safe  and  carries  no 
threat  of  AIDS,  according  to  a report  in  JAMA. 

Donald  P.  Francis,  MD,  of  the  Centers  for  Disease 
Control,  Atlanta,  and  colleagues,  tested  the  safety  of 


Heptavax-B,  the  only  vaccine  licensed  in  the  United 
States  for  prevention  of  hepatitis  B infection.  Even 
though  t he  vaccine  has  been  shown  to  be  highly  effective, 
some  persons  at  risk  have  been  reluctant  to  be 
immunized,  the  researchers  say,  because  they  tought  it 
might  carry  some  risk  of  AIDS.  (Persons  at  risk  for 
acquiring  AIDS,  especially  homosexual  men,  are  known 
to  have  donated  plasma  used  to  manufacture  the 
hepatitis  B vaccin<e). 

“The  laboratory  data  presented  herein  support  the 
claim  that  the  plasma-derived  hepatitis  B vaccine  licensed 
in  the  United  States  neither  contains  nor  transmits  the 
AIDS  virus,”  the  researchers  say.  They  found  that  each 
of  the  three  inactivation  steps  (pepsin  at  pH  2,  8M  urea, 
or  0.0 1 percent  formaldehyde)  used  in  the  manufacture  of 
the  vaccine  independently  will  inactivate  the  infectivity  of 
the  AIDS  virus.  Further,  the  researchers  report  that  the 
vaccine  does  not  contain  detectable  levels  of  nucleic  acids 
related  to  the  AIDS  virus,  and  that  recipients  of  the 
vaccine  do  not  develop  antibodies  to  the  AIDS  virus. 

“Notwithstanding  the  experimental  work  described  in 
this  and  other  communications,  the  real  evidence  of  the 
safety  of  any  vaccine  comes  from  its  clinical  record  in 
humans,”  the  researchers  observe.  Approximately  1 
million  Americans  have  received  the  vaccine,  many  of 
them  several  years  ago,  yet  none  has  developed  AIDS 
except  those  belonging  to  known  risk  groups.  It  is  likely 
that  any  such  cases  of  AIDS  would  be  reported,  the 
researchers  add,  since  most  recipients  of  the  vaccine  have 
been  health  care  workers,  and  the  potential  for 
nosocomial  transmission  of  the  AIDS  virus  has  been 
closely  monitored. 

■JAMA  August  15,  1986 


AMA  COUNCIL  REVIEWS  USE  OF  LASERS 
IN  MEDICINE 


A report  on  lasers  (light  amplification  by  stimulated 
emission  of  radiation)  in  surgery  and  other  areas  of 
medicine  appears  in  JAMA.  Developed  by  the  AMA’s 
Council  on  Scientific  Affairs,  the  report  includes  a review 
of  biophysics,  safety  and  federal  regulations,  as  well  as  a 
summary  of  clinical  applications  of  lasers. 

The  Council’s  Panel  on  Lasers  in  Medicine  and 
Surgery,  headed  by  George  Bohigian,  MD,  Washington 
University  School  of  Medicine,  St.  Louis,  reviewed 
scientific  literature  on  lasers  published  by  December 
1985.  The  report  was  presented  to  the  full  Council, 
headed  by  John  Moxley  III,  MD,  and  was  adopted  by  the 
AMA’s  House  of  Delegates  at  the  December  1985 
Interim  Meeting. 

Included  in  the  biophysical  explanation  of  laser 
technology  is  a listing  of  lasers  emitting  in  both  the  visible 
and  infrared  spectrums,  and  a glossary  of  laser  termino- 
logy. The  discussion  of  safety  addresses  risks  for  patients, 
physicians  who  operate  lasers  and  ancillary  personnel 
exposed  to  laser  technology.  Safe  use  of  la.sers  calls  for 
such  precautions  as:  nonflammable  anesthetics;  protec- 
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tive  wrappings  on  endotracheal  tubes  to  prevent  laser 
penetration;  side  protectors  on  glasses  to  prevent  injury 
from  reflected  beams;  and  saline-saturated  towels, 
sponges  or  pads  to  protect  mucous  areas  from  laser 
beams. 

Food  and  Drug  Administration  regulation  of  medical 
laser  technology  is  described  in  a review  of  two  pieces  of 
federal  legislation.  These  laws,  directed  toward  manufac- 
turers, require  design  and  manufacture  compliance,  certi- 
fication and  testing,  regular  reporting  to  the  Center  for 
Devices  and  Radiological  Health  and  thorough  record 
keeping.  Current  and  potential  clinical  applications  in 
various  medical  fields  are  described,  including  ophthal- 
mology, dermatology  and  plastic  surgery,  cardiovascular 
surgery,  gastrointestinal  surgery,  general  surgery,  gyne- 
cology, neurosurgery  and  head  and  neck  surgery. 

Commenting  editorially,  Bohigian  emphasizes  that, 
“Proliferation  of  lasers  and  othe  high-technology  instru- 
mentation has  been  rapid  in  medicine,  perhaps  due  in 
part  to  a rapid  public  acceptance  of  technology-enhanced 
diagnosis  and  treatment.”  One  of  many  sophisticated 
technologies  that  enhance  modern  diagnosis  and  treat- 
ment, lasers  have  a great  potential  for  therapeutic 
application.  He  sees  proper  use  of  the  new  technology 
tied  to  basic  and  continuing  education,  adequate  evalua- 
tion of  credentials  and,  finally,  peer  review.  “The 
ultimate  and  supreme  guideline  must  be  physician 
integrity  and  the  best  interests  of  the  patient,”  he 
concludes. 

JAMA  August  15.  1986 


FREEZING  KILLS  PORK  TAPEWORM 


Cysticerci,  or  tapeworm  larvae,  may  be  effectively 
destroyed  in  pork  by  simply  freezing  the  meat  for  a few 
days  before  consuming  it,  according  to  report  in  JAMA. 

Julio  Sotelo,  MD,  and  colleagues,  of  the  Instituto 
Nacional  de  Neurología  y Neurocirugía,  Mexico  City, 
compared  the  survival  rates  of  cysticerci  of  Taenia  solium 
from  pork  exposed  to  different  temperatures  for  various 
periods.  “Refrigeration  of  pork  muscle  infested  with 
cysticerci  at  temperatures  above  O degreess  C did  not 
affect  the  parasites’  survival  in  culture,”  the  researchers 
say.  “Conversely,  freezing  of  meat  prevented  survival  of 
cysts.” 

Cysticerci  were  killed  when  pork  muscle  was  stored  for 
four  days  at  -5  degrees  C,  three  days  at  - 1 5 degrees  C,  or 
one  day  at  -24  degrees  C.  The  researchers  conclude  that 
freezing  meat  at  these  temperatures  would  help  prevent 
the  most  frequent  parasitosis  of  the  human  central 
nervous  system.  Parasitic  diseases  are  endemic  in 
developing  countries,  where  preventive  measures  are 
least  likely  to  be  followed. 

“Even  when  the  life  cycle  of  most  parasites  is  well 
known,  preventive  measures  are  difficult  to  implement 
because  of  educational,  economic,  nutritional,  and 
cultural  factors  that  pose  obstacles,”  the  researchers 
observe.  But  the  sequelae  and  disability  induced  by 
neurocysticercosis  require  that  its  prevention  become  a 
major  goal  of  modern  medicine,  they  say. 


“The  most  important  guidelines  for  prevention  of 
cysticercosis  are  treatment  of  T solium  carries,  hygenic 
handling  of  food,  intensive  washing  of  vegetables, 
thorough  cooking  of  pork,  and  proper  disposal  of  feces,” 
t he  researchers  note,  yet  all  of  these  measures  have 
proved  difficult  to  accomplish  in  developing  countries. 
Simple  methods  for  prevention  that  can  be  overseen  by 
public  health  departments  and  enforced  by  law  may  be 
the  most  practical,  they  conclude.  In  countries  where 
cysticercosis  is  endemic,  pork  should  be  frozen  at  the 
proper  temperature  before  distribution  to  butchers. 

JAMA  August  15,  1986 


ANTIDEPRESSANT  THERAPY  HELPS 
STROKE  PATIENTS 


The  antidepressant  trazodone  may  help  alleviate 
depression  in  patients  recovering  from  strokes,  according 
to  a report  in  the  August  Archives  of  Neurology.  Michael 
J.  Reding,  MD,  and  colleagues,  of  Cornell  University 
Medical  College  at  the  Burke  Rehabilitation  Center, 
White  Plains,  NY,  randomly  assigned  27  stroke  patients 
to  receive  either  trazodone  hydrochloride  or  a placebo 
for  the  remainder  of  their  rehabilitation  program. 
Patients  receiving  trazodone  showed  a consistent  trend 
toward  improvement  in  daily  activities.  “Our  data 
indicate  that  antidepressant  drug  therapy  for  depression 
in  the  subacute  poststroke  phase  (two  weeks  to  three 
months  after  stroke)  may  enhance  rehabilitation  out- 
come,” the  researchers  say,  citing  increased  patient 
motivation  and  more  active  participation  in  the  rehabili- 
tation program. 


REPORT  ALLERGIC  REACTIONS  TO 
LOCAL  ANESTHETICS 


Certain  patients  may  have  allergic  reactions  to  entire 
groups  of  local  anesthetics,  according  to  Regina  K. 
Curley,  MRCP,  and  colleagues,  of  the  Royal  Liverpool 
(England)  Hospital.  Writing  in  the  August  Archives  of 
Dermatology,  the  researchers  report  the  case  of  a 70-year- 
old  dental  patient  who  experienced  soft-tissue  swelling  2 
to  3 days  after  receiving  preparations  of  lidocaine  hydro- 
chloride, prilocaine  hydrochloride,  and  mepivacaine 
hydrochloride.  “Allergic  reactions  to  the  amide  group  of 
local  anesthetics  are  rare,”  the  researchers  say,  adding 
that  cross-sensitivity  between  the  esters  is  well  known. 
“This  case  demonstrates  that  cross-sensitivity  may  also 
occur  between  the  amides.” 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  artículo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  titulo,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  así  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés), 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias, 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo, 
beben  limitarse  las  tablas  a solo  aquellas  que  contribuya n al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

U n abstracto  no  mayor  de  1 50  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración. 
Al  final  de  cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  er'Cumulative  Index  Medicus”  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
título  del  artículo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 

P Rico  1981;  73;  479-Í7 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  titulo  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 

3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capitulo  citado 
se  añade  el  autor(es)  del  capítulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 

Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 

1978:  275-301 

Carlas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla a doble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.;  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed,,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

*The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


•Estas  “Instrucciones  para  los  Autores"  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas". 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians — in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis.  This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue. 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 

Street 

City State Zip 

County 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

pati ents 

USA^ 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

cimetidine 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani ti di ne 
150  mg  h.s. 

8U 

14%+ 

23%+ 

243 

cimeti di ne 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp=0.01 
+p<0.004 

%=l1fe-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zmrtae-^ 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 
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ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC  * 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC*  is  Indicated  in 

1.  Short  term  treatment  of  active  duodenal  ulcer  Most  patients 

heal  within  four  weeks. 

2 Maintenance  therapy  forduodenal  ulcer  patientsat  reduced  dos 
age  after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollmger-Ellison  syndrome  and  systemic  mastoc^osis) 

4 Short  term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  m patients  with  impaired  renal  function.  Caution 
should  be  observed  m patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  m the  liver. 

Laboratory  Tests:  False  positive  tests  for  urine  protein  with 
Multistix®  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  m the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH  dependent  effect  on  absorption  or  a change  m 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies m mice  and  rats  at  doses  up  to  2,000  mg/kg'day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E colO  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  m rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  m pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
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groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  m other  age 
groups 

ADVERSE  REACTIDNS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly m severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting.  and 
abdominal  discomfort/pam. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  m 4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias 
Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  m animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidme-mduced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  m male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  m the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery 
thema  multiforme,  and.  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosmophilia)  and  small  increases  in  serum  creatinine, 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  m whom  dosing  convenience  is  important.  The  advan- 
tages ot  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC*  150-mg  doses  more  frequently. Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function, 

HOW  SUPPLIED:  ZANTAC®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other  They  are  available  m bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173  0393-47). 

ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344  47). 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved,  June  1986 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


•«ft  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 
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flurazepam  HCI/Roche  (S 
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flurazepam  HCI/Roche  (jy 


Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows; 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laborotory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  adminisfrotion  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Controindicotions:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformotions  ossociated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instrucf 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  ar 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientotion  and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vamiting,  diarrhea,  con- 
stipation, Gl  pain,  nervausness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenio,  granulocytopenia,  sweating,  flushes, 
difficulty  in  facusing,  blurred  visian,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mauth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
notions,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradaxical  reactions,  e g . 
excitement,  stimulotion  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effecf  Adults 
30  mg  usual  dasage,  15  mg  may  suffice  in  some  potients 
Elderty  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  flurazepam 
HCI 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies, 
Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionaily 
wide  margin  of  safety.^®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

” Í Please  see  adjacent  page  for  references  and  summary  of  product  informafion. 
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Un  emblema 
que  es  una 
garantía... 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Los  BMW  Serie  5 le  hacen  afirmar 
su  personalidad,  resaltar  el  carácter 
especial  del  éxito,  marcar  un  estilo 
distinto.  Un  automóvil  potente,  rápido 
y confortable  con  el  diseño  más 
racional. 

BMW528e 

Con  el  motor  “ETA”  exclusivo  de 
BMVy,  que  proporciona  gran  potencia 
y suavidad,  siempre  con  el  menor 
consumo.  6 cilindros.  Inyección 
L-Jetronic.  “Digital  Motor  Electronic 
(DME)”  que  controla  y regula. 


mediante  un  micro-ordenador,  todas 
las  funciones  del  motor.  “Computer”, 
“Check  Control”  y el  sistema 
antibloqueo  de  frenos  ABS. 

BMW  5351 

Con  un  potente  motor  de  6 cilindros, 
inyección  L-Jetronic,  que  consigue 
una  aceleración  de  0 a 60  mph  en 
7,7”.  “Check  Control”,  “Digital  Motor 
Electronics  (DME)”,  “Computer”  y el 
sistema  antibloqueo  de  frenos  ABS, 
que  controla  el  posible  bloqueo 
de  las  ruedas  a las  frenadas  más 
violentas,  evitando  deslizamientos  en 
las  condiciones  más  extremas  de 
suelo  y conducción. 

Los  BMW  Serie  5 convierten  la 
acción  de  conducir  en  una  sensación 
única  e irrepetible. 


BMW,  automóviles  alemanes  para 
gente  importante. 

De  venta  en; 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 
Tel.  751-8714 

- AUTO  MANAGEMENT  INC. 

Mayagüez.  Tel.  834-4190 

- MOTOCASA  INC. 

Bayamón.  Tel.  780- 


LO  UITIMO  EN  TECNOLOCU 


WB»  Saunders 

CBS  Educational  Sc  Professional  Publishing 


Essential  to  your 
practice! 


Focus  on  therapeutic 
management! 


Clearly-written, 
detailed,  reliable! 


Includes  drug  and 
non-drug  treatments! 


Landmark  Text  Compiles  the  Clinical 
Expertise  of  Renowned  Specialists! 


CURRENT  CLINICAL 

PRACTICE 


Here’s  the  first  book  to  focus  on  therapeutic  management  of  medical 
disorders  as  practiced  in  13  of  the  leading  private  clinics  in  the  United 
States!  CURRENT  CLINICAL  PRACTICE  provides  essential  guidance  from 
authorities  at  these  large  clinics,  where  the  highest  standards  of  medicine 
are  practiced  on  a day-to-day,  cost-effective  basis. 

Do  you  need  to  know  how  the  Cleveland  Clinic's  practitioners  diagnose  and 
treat  blood  and  neoplastic  disorders?  Or  how  those  at  the  Lahey  Clinic 
manage  physical  and  chemical  injuries?  Or  how  physicians  at  the  Henry 
Ford  Hospital  handle  Infectious  diseases?  CURRENT  CLINICAL  PRACTICE 
contains  all  this— and  much  more— in  one  convenient  volume.  As  the  first 
and  only  book  of  its  kind,  this  volume  offers  ground-breaking  coverage  that  is 
sure  to  enhance  your  clinical  management  skills! 


Practical,  Desk-Top  Reference  Helps  You 
Meet  the  Special  Needs  of  Older  Patients 

Physicians  treating  the  elderly  face  a unique  set  of  problems.  Age-related  changq;^  in  cell 
structure  and  physiology  render  many  conventional  therapies — especially  drug  regimens — 
ineffective  or  even  life-threatening.  And  because  the  elderly  who  become  ill  usually  suffer  fron 
multiple  diseases,  they  present  with  complicated  symptom  complexes — each  disorder  tends  to 
affect  the  manifestations,  course,  and  treatment  of  the  others. 

That's  why  W.  B.  Saunders  is  proud  to  announce  THE  PRACTICE  OF  GERIATRICS— your 
complete,  easy-to-use  sourcebook  . . . packed  with  specific  how-tos  for  treating  your  elderly 
patients! 
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Med-Textdel  Caribe,  Inc. 

969  Américo  Miranda  Ave.,  Río  Piedras,  P. R.  00921 
Telephone  (809)  758-3960  - Telex  3450397 

Librería  Domingo  Delgado 

Avenida  Américo  Miranda  No.  971 
Reparto  Metropolitano,  Río  Piedras,  P. R.  00921 
Tel.  764-2305 
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Librería  Universal,  Inc. 
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NUESTRA  PORTADA 


It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care. The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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Santos  y Demonios.  Collate  en  acrilico  de  40  x 60  del  artista  Ralph 
De  Romero.  El  autor  de  la  obra  nació  en  Nueva  York  en  1940,  de 
padres  puertorriqueños.  1940  a temprana  edad  vino  a la  Isla  donde 
permaneció  hasta  1961  cuando  se  trasladó  a Nueva  York  a cursar 
estudios  en  el  Institute  of  Music  Art.  En  1965  se  traslada  a la 
Universidad  de  Puerto  Rico  donde  estudia  bajo  la  tutela  de  Balossi, 
Bonilla,  Norat,  Carlos  Marichal  y Osiris  Delgado.  Su  deseo  de 
superación  constante  lo  lleva  de  nuevo  a su  ciudad  natal  donde  es 
discípulo  del  profesor  Edgar  Levy  en  el  Pratts  Institute  durante  los  años 
1967  al  1970.  Luego  marcha  a México  y por  tres  años  estudia  la  técnica 
del  muralismo  en  la  capital  azteca.  Finalmente  regresa  a Puerto  Rico  y 
se  radica  en  Ponce  donde  hace  “excursiones*’  en  toda  la  Isla  en 
experimentación  artística. 

Las  obras  de  De  Romero  han  participado  en  exposiciones 
individuales  y colectivas  en  Puerto  Rico  desde  1965.  Luego  de  ello  le  han 
seguido  exposiciones  en  galerías  de  renombre  de  Nueva  York,  San 
Francisco,  Oakland,  Corea  del  Sur,  Japón  y Madrid,  España. 

El  óleo  exposionista  que  aparece  en  nuestra  portada  fue  terminado  en 
1 985  y su  publicación  ha  sido  posible  gracias  a la  gentileza  del  autor  y de 
laSra.  María  Rechany.  Otras  obras  de  De  Romero  pueden  apreciarse  en 
La  Casa  Amarilla  en  la  Calle  Navarro  de  Hato  Rey. 
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Cuando  llegue  el  momento  de  elegir, 
escoja  entre  lo  mejor . . . 
porque  Volvo  tiene  im  modelo  para  usted. 


SI  al  momento  de  seleccionar  su  automóvil 
usted  exige  que  sea  elegante,  seguro,  duradero 
y potente,  entonces  usted  debe  elegir  entre  la 
gama  de  excelentes  modelos  que  le  ofrece  Volvo. 

La  Serle  700  le  provee  todo  el  confort  y el 
prestigio  que  usted  se  merece,  permitiéndole 
experimentar  un  verdadero  placer  al  conducir. 

Pero  es  posible  que  usted  prefiera  un  auto- 
móvil que,  aparte  de  su  belleza  y durabilidad, 
resulte  también  espacioso.  Un  Station  Wagon 
con  todo  el  carácter  del  elegante  sedán  europeo, 
pero  con  todo  el  espacio  que  usted  necesita. 


Entonces  usted  puede  seleccionar  entre  el 
incomparable  diseño  de  un  Volvo  745  o el  765. 

Por  otra  parte,  si  usted  es  amante  de  lo 
tradicional,  la  Serie  200  de  Volvo  es  para  usted. 
Un  automóvil  con  personalidad  de  “gran  señor" 
y con  la  tradición  que  siempre  prevalece. 

Todos  los  modelos  Volvo  le  ofrecen  las  como- 
didades, la  belleza,  la  seguridad  y el  plan  de 
beneficios  que  hacen  de  Volvo  un  automóvil 
sin  igual  en  el  mercado. 

Elija  el  suyo  . . . hoy. 


Por  tantas  buenas  razones  . . . 

vouvo 

Calidad  que  no  se  discute 

Visite  Trébol  Motors  o sus  dealers  autorizados. 


■ 3 años  de  garantía  sin  límite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  días  de  la  semana  ■ Servicio  Tele  SOS 


ESTUDIOS  CLINICOS 


Late  Onset  Congenital  Adrenal  Hyperplasia 
in  a Puerto  Rican  Family: 
Hormonal  and  HLA  Typing 

José  Hernán  Martínez,  MD 
José  L.  Riestra,  MD 


Abstract:  A family  spanning  two  generations  was 

completely  evaluated  and  the  diagnosis  of  late  onset  conge- 
nital adrenal  hyperplasia  was  confirmed.  The  propositus, 
with  attenuated  form  of  congenital  adrenal  hyperplasia 
presented  with  hirsutism  and  acne.  Her  parents  and  the 
youngest  brother  were  asymptomatic  (cryptic  form)  while 
the  other  brother  was  unaffected.  The  hormonal  response  of 
family  members  to  Cortrosyn  (ACTH)  is  readily  described 
and  the  importance  of  this  test  to  confirm  the  heterozygotes 
state  emphasized.  HLA  typing  in  our  family  disclosed  the 
presence  of  antigen  6,4  the  one  most  commonly  associated 
with  the  less  severe  mutations  in  late  onset  congenital 
adrenal  hyperplasia. 

Congenital  adrenal  hyperplasia  is  an  inborn  error  of 
metabolism  transmitted  as  an  autosomal  recessive 
gene.  The  most  common  cause,  21-hydroxylase  deficiency 
is  characterized  by  subnormal  cortisol  levels  with 
increased  secretion  of  adrenocorticotropic  hormone 
(ACTH)  with  resultant  stimulation  of  cortisol  precursors, 
mainly  17-hydroxyprogesterone  and  its  urinary  metabo- 
lite pregnanetriol  as  well  as  sex  steroids  (androstenedione 
and  testosterone}.  Aldosterone  deficiency  might  also 
occur'  due  to  defective  mineralocorticoid  formation.^  A 
late  onset  form  of  congenital  virilizing  adrenal  hyperplasia 
has  been  described  with  symptoms  and  signs  appearing  at 
perimenarcheal  period  post  puberally.^  An  attenuated 
(symptomatic)  and  a cryptic  (asymptomatic)  forms  are 
now  recognized.^’  * Both  these  forms  are  closely  linked  to 
the  HLA-B  complex  as  the  classical  form  does  too.® 
Furthermore,  it  is  possible  to  distinguish  homozygotes 
and  heterozygotes  from  normal  or  unaffected  homo- 
zygous individuals  for  the  gene  of  21-hydroxylase  defi- 
ciency by  measuring  the  hormonal  response  of  17-hydro- 
xyprogesterone  to  ACTH  administration.^  We  have 
studied  a family  with  mild  but  unequivocal  deficiency  of 
adrenal  21 -hydroxylase  enzyme. 

In  the  present  report  we  will  discuss  the  clinical,  bioche- 
mical and  HLA  studies  performed  in  this  family. 


From  the  Endocrinology  Section,  Department  of  Medicine,  San  Juan 
City  Hospital,  Puerto  Rico  Medical  Center,  San  Juan.  Puerto  Rico 
This  work  was  presented  at  the  1983  Annual  Meeting  of  the  Puerto  Rico 
Society  of  Endocrinology  and  Diabetology 


Materials  and  Methods 

A family  of  five  members  spanning  two  generations 
consented  to  be  studied  after  a propositus  with 
attenuated  21 -hydroxylase  deficiency  was  identified. 

The  propositus  was  a 15  years  old  white  female  referred 
to  us  on  April  30,  1982  due  to  hirsutism  and  obesity.  She 
was  admitted  to  the  San  Juan  City  Hospital  on  June  16, 
1982  after  preliminary  tests  were  suggestive  of  late  onset 
congenital  adrenal  hyperplasia. 

Her  history  dates  back  to  one  year  prior  to  admission 
when  she  noticed  progressive  hirsutism  and  acne.  She 
denied  any  menstrual  irregularities. 

Childhood  development  was  normal  and  she  had  her 
menarche  at  age  nine. 

Her  mother’s  pregnancy  and  delivery  were  uneventful 
and  there  was  no  history  of  drug  ingestion  by  her  mother 
during  this  period. 

The  patient  denied  headache,  galactorrhea  or  the 
ingestion  of  any  drugs  or  medications. 

Past  history,  review  of  systems  and  family  history  were 
unrevealing. 

Physical  examination  revealed  a well  developed, 
moderately  obese  young  female.  The  BP  was  120/80, 
P-60/min  reg.  W 140  1/2  Lbs.,  Ht  61”.  Pertinent 
physical  findings  included  evidence  of  terminal  hair  over 
the  upper  lip,  chin,  sideburns,  cheeks,  upper  back.  The 
thryroid  was  minimally  enlarged,  soft  and  non  tender. 
The  breasts  were  normal  with  no  evidence  of  nipple 
discharge.  Examination  of  external  genitalia  showed 
moderate  clitoromegaly.  On  pelvic  examination  the 
ovaries  could  not  be  palpated.  Neurological  examination 
was  normal. 

Thyroid  scan  performed  using  Tc,,  was  compatible 
with  a nontoxic  goiter.  Pelvic  sonogram  was  suggestive  of 
polycystic  ovaries.  An  abdominal  sonogram  was  reported 
as  normal. 

The  following  routine  and  hormonal  laboratory  tests 
were  normal  in  our  patient:  serum  electrolytes,  CBC  and 
differential,  urinalysis,  plasma  cortisol  (AM  and  PM 
values),  serum  prolactin  levels,  T4  (RIA),  Tj  uptake  and 
thyrotropin  (TSH)  by  RIA.  Twenty  four  hour  urine 
collection  for  17-hydroxysteroids,  17-ketosteroids,  preg- 
nanetriol using  standard  colorimetric  methods  were  done 
at  the  San  Juan  City  Hospital  Endocrine  Laboratory. 
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Androstenedione,  DHEA-S,  17  hydroxyprogesterone, 
prolactin,  total  testosterone,  luteinizing  hormone  (LH) 
performed  in  our  index  case  were  done  at  Bio  Science 
Laboratory,  Philadelphia,  Pennsylvania. 

Synthetic  ACTH  (Cortrosyn)  250  meg  was  given  as  an 
intravenous  bolus  to  each  member  of  the  family,  after  an 
overnight  fast,  starting  at  9AM.  Plasma  samples  were 
obtained  before  and  at  30  and  60  minutes  after  the  intra- 
venous injection  of  synthetic  ACTH  (Cortrosyn)  for  the 
measurements  of  17-hydroxyprogesterone  and  plasma 
cortisol  levels. 

Typing  for  antigens  of  the  HLA-A  and  B locus  was 
performed  at  the  University  of  Puerto  Rico  School  of 
Medicine  Immunology  Section  using  a microtoxicity  test 
modified  from  the  Durham  VA  and  Duke  University 
Hospitals. 

Results 

Figure  1 shows  plasma  17  Alpha-hydroxyprogesterone 
response  to  Cortrosyn  in  the  propositus.  There  is  defi- 
nitive evidence  of  elevated  basal  levels  of  17  alphahydro- 
xyprogesterone  with  further  elevation  at  30  and  60 
minutes. 

Androstenedione  ( A4)  levels  were  elevated  5.4ng/ml, 
(normal  values  0.6  - 3.0  ng/ml).  Dehydroepiandrosterone 
was  5.4  mcg/ml  (normal  values  0.3  - 2.9  mcg/ml)  and 
luteinizing  hormone  was  likewise  elevated  at  77  MIU/Ml 
(normal  values  6-30  MIU/Ml).  Her  serum  testosterone 
was  normal  76  ng/dl  (normal  values  15-95  ng/dl). 

Table  I shows  baseline,  post  ACTH  and  post  dexa- 
methasone  hormonal  values  in  our  patient.  The  elevated 
basal  levels  of  plasma  17  alpha-hydroxyprogesterone, 
urinary  pregnanetriol  and  17  ketosteroids  with  increased 
response  after  ACTH  stimulation  test  and  subsequent 
complete  suppresion  of  all  above  normal  values  after 
dexamethasone,  was  compatible  with  21-hydroxylase 
deficiency. 

Figure  2 shows  the  pedigree  and  HLA  haplotypes  in 
our  family.  Patient  I,  the  mother,  is  a 39  years  old  white 
obese  female  with  history  of  irregular  menses  and  oligo- 
menorrhea, requiring  two  dilatation  and  curettage 
(D  & C)  procedures  in  the  past,  denied  history  of 
hirsutism.  Patient  I2,  the  father  is  a 42  years  old  white 
male  completely  asymptomatic.  No  history  of  hirsutism 
or  infertility  was  obtained  on  his  family.  Patient  IIj,  the 


Figure  1.  Plasma  17-hydroxyprogesterone  response  to  ACTH  (250 
McglV)  in  the  propositus.  Shaded  area  indicates  normal  range. 

brother  17  9/12  years  old  male  with  obesity,  history  of 
childhood  bronchitis  and  normal  sexual  development. 
Patient  II3,  the  youngest  brother,  7 years  old  boy  with 
normal  external  genitalia,  asymptomatic.  His  height  of  51 
3/4  inches  and  weight  of  81  1/2  pounds  places  him  in  the 
95th  percentile  for  height  and  over  95th  percentile  for 
weight.  Bone  age  was  compatible  with  10  years 
development.  Patient  II ,,  the  propositus,  was  already 
described. 

We  can  readily  observe,  that  patient  II,  is  homozygous 
for  B,4  antigen  obtaining  haplotype  A32-B,4  from  her 
mother.  It  is  also  observed  that  patient  II3  shares 
haplotype  A32  B14  with  the  propositus. 

We  postulate  then,  that  haplotypes  A32  B,4and  A33  B,4 
were  the  ones  carrying  the  gene  for  21  hydroxylase 
deficiency  and  that  haplotypes  A24  B35  and  A3  By  were  the 


TABLE  I 


Baseline,  Post  ACTH,  and  Post  Dexamethasone  Hormonal  Values  in  the  Propositus 


Plasma 

Urinary 

Urinary 

Plasma 

17-OHP 

P Triol 

17  OHS/17KS 

Cortisol 

ng/ml 

Mg/day 

Mg/day 

Mcg% 

(0. 1-3.3) 

(up  to  2) 

(4-10/2.5-10) 

(15  ± 10) 

Baseline 

5.3  - 7.9 

3.2  - 3.4 

9.1/23.2 

16.9 

•Post  ACTH 

37 

ND 

25.2/40.6 

49.0 

+Post  Dexamethasone 

1.4 

0.76 

0.9/6. 1 

3.6 

l70HPdenotes  17  hydroxyprogesterone  PTriol,  Urinary  pregnanetriol;  170  HS,  17  hydroxysteroids;  17KS,  17  Ketosteroids;  ND,  Not  done 
Number  in  parenthesis-normal  laboratory  values. 


•IV  infusion  ACTH  (Cortrosyn)  250mcg  in  saline  over  a 6 hours  period 
+ Dexamethasone  0.5mg  every  6 hours  for  2 days 
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Figure  2.  Pedigree  and  HLA  haplotypes  ofour  family  with  attenuated  21- 
hydroxylase  deficiency.  Arrow  indicates  propositus.  Diagnosis  of  21 
hydroxylase  deficiency  was  based  on  plama  17  hydroxyprogesterone 
response  to  ACTH  (see  results  and  Figure  1 and  3). 


normal  or  unaffected  ones.  If  this  is  so,  patient  IIj  has  to 
be  a heterozygote  and  patient  II2  an  unaffected 
homozygous.  Likewise,  both  parents  should  be  obligate 
heterozygotes.  Figure  3 shows  that  this  indeed  proved  to 
be  the  case  when  the  response  of  17-hydroxyprogesterone 
to  Cortrosyn  (ACTH)  was  analyzed  in  our  f^amily.  It  can 
be  appreciated  that  patient  I,  and  I2  (mother  and  father 
respectively)  and  patient  II3  had  significant  elevation  of 
17  hydroxyprogesterone  response  to  Cortrosyn  which  is 
characteristic  of  21  hydroxylase  deficiency  heterozygotes. 
Patients  II2  judged  to  be  homozygous  unaffected,  had  a 
normal  17  hydroxyprogesterone  response  to  cortrosyn 
(ACTH).  Cortisol  levels  (baseline)  and  values  post 
cortrosyn  were  normal  in  all  family  members. 

Discussion 

Numerous  families  from  different  ethnic  backgrounds 
with  late  onset  congenital  adrenal  hyperplasia  have  been 
reported. There  is  an  attenuated  or  symptomatic 
form  in  which  patients  usually  present  with  hirsutism, 
infertility,  amenorrhea  and  variable  degree  of  viriliza- 
tion." The  cryptic  or  asymptomatic  form  has  been 
discovered  in  the  study  of  families  with  the  classical 
congenital  virilizing  adrenal  hyperplasia  or  the  attenuated 
form  of  congenital  virilizing  adrenal  hyperplasia.'^  These 
individuals  are  asymptomatic  with  no  evidence  of 
androgen  excess.  The  hormonal  parameters  of  these  two 
forms  are  quantitatively  different  from  the  classical  state, 
however  patients  with  the  attenuated  or  late  onset  conge- 
nital adrenal  hyperplasia  form  might  have  elevated 
baseline  levels  of  17  alpha-hydroxyprogesterone  with  an 
exagerated  response  following  ACTH  administration." 
Patients  with  the  cryptic  form  usually  have  normal 


Figure  3.  Plasma  17  Alpha-Hydroxyprogesterone  response  to  Cortrosyn 
(ACTH)  in  a family  with  attenuated  21-hydroxylase  deficiency.  Shaded 
area  indicates  normal  range.  Numbers  identifying  each  family  member 
refer  to  pedigree  in  figure  2. 


baseline  levels  of  17  alpha-hydroxyprogesterone  but  their 
response  of  17  alpha-hydroxyprogesterone  to  ACTH 
(Cortrosyn)  administration  is  less  than  patients  with  the 
symptomatic  form,  but  much  higher  than  the  response 
seen  in  the  general  population. " Claude  Migeon, 
Gutai,  Bongiovanni  et  al.,  as  well  as  others,  have  shown 
that  in  patients  heterozygous  for  the  gene  of  congenital 
adrenal  hyperplasia,  the  17-hydroxyprogesterone  res- 
ponse following  ACTH  administration  is  higher  in  this 
group  compared  to  the  unaffected  homozygous  and 
general  population,  being  most  discriminatory  60 
minutes  post  ACTH  administration.'* 

Although  considerable  overlap  exists  the  measurement 
of  plasma  17-hydroxyprogesterone  increase  following 
ACTH  stimulation  still  is  the  most  reliable  parameter 
used  to  differentiate  between  heterozygotes  with  congeni- 
tal adrenal  hyperplasia  and  controls. 

Recently,  it  has  been  demonstrated  that  late  onset 
(symptomatic)  adrenal  hyperplasia  is  transmitted  as  an 
autosomal  recessive  trait  in  genetic  linkage  with  HLA-B 
complex,'’  located  in  chromosome  six,  similar  to  classic 
and  cryptic  (asymptomatic)  21-hydroxylase  defi- 
ciency.Further  studies  has  place  the  gene  (s)  for 
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21-hydroxylase  deficiency  between  HLA-B  and  D/DR 
locus/‘“^^ 

A recent  publication”  has  indicated  that  some  of  the  less 
severe  mutations  are  associated  with  the  HLA  Antigen  3,4. 
Likewise  a group  of  investigators  from  Paris”  found  a 
high  correlation  between  late  onset  adrenal  hyperplasia 
and  HLA  antigens  8,4  and  AW33  as  is  the  case  in  our 
propositus  and  her  mother. 

The  incidence  of  attenuated  21-hydroxylase  deficiency 
among  hirsute  women  is  an  important  concern  for  the 
practicing  physician  and  varies  between  1.2%  to  as  high 
as  30%  in  certain  series, but  a more  reasonable  figure 
would  be  from  6 to  12%  approximately. 

Several  patients  with  late  onset  form  of  IIB  hydro- 
xylase deficiency  have  been  reported.^’  Hormonal 
response  to  ACTH  stimulation  and  HLA  genotyping 
were  determined  in  families  of  patients  with  1 IB  - hydro- 
xylase deficiency.^*  Neither  hormonal  measurement  nor 
HLA  genotyping  were  useful  for  the  detection  of  hetero- 
zygosity in  these  families.  These  findings  suggest  that  in 
the  heterozygous  state,  the  gene  responsible  for  IIB 
hydroxylase  deficiency  is  not  expressed  hormonally, 
which  differs  from  the  gene  responsible  for  21-hydroxy- 
lase deficiency. 

The  delayed  onset  of  symptoms  in  attenuated  21- 
hydroxylase  deficiency  led  earlier  investigators  to 
postulate  an  acquire  rather  than  a congenital  deficiency 
of  21-hydroxylase. 

Several  explanations  have  been  offered  to  account  for 
this  fact. 

First,  modifying  genes  frequently  influence  the  clinical 
expression  of  genetic  desease.^’ 

Second,  adrenarche^°  causes  an  increase  in  adrenal 
androgen  secretion  during  normal  puberty.  Recent 


studies  have  shown  that  this  is  associated  with  a four-fold 
increase  in  adrenal  17-20  desmolase,^*  the  enzyme  that 
converts  17-hydroxyprogesterone  to  androstenedione. 

Third,  both  the  classic  and  late  onset  forms  of  conge- 
nital adrenal  hyperplasia  have  been  associated  with 
polycystic  ovaries.’^"”  Our  patient  had  definitive 
evidence  of  polycystic  ovaries  confirmed  by  pelvic 
sonography.  Yen  has  proposed  a close  link  between 
elevated  androgen  levels  and  the  polycystic  ovary 
syndrome.”  Therefore,  elevated  androgen  levels  due  to 
attenuated  21-hydroxylase  deficiency  may  be  further 
increased  at  puberty  by  ovarian  androgen  excess.  Fourth, 
the  disorder  may  be  considerably  milder  than  classic  21- 
hydroxylase  deficiency. 

As  a result  of  different  family  studies,  the  concept  of 
allelic  variants  at  the  21-hydroxylase  locus  has  evolved.** 
Table  II  readily  depicts  a glossary  of  terms  for  disorders 
of  steroid  21-hydroxylase  deficiency. 

Treatment  of  these  disorders  should  be  directea  at 
symptoms  rather  than  biochemical  abnormalities.  Patients 
with  symptomatic  21-hydroxylase  deficiency  should  be 
treated  with  suppresive  doses  of  glucorticoid  therapy  to 
alleviate  symptoms  of  virilization.  Patients  with 
asymptomatic  21-hydroxylase  deficiency  should  be 
carefully  monitored  with  no  institution  of  therapy. 


TABLE  II 


Glossary  of  Terms  for  Disorders  of  Steroid  21-hydroxylase  (21-OH)  Deficiency 


Form  of 

2l-hydroxyla$e 

deficiency 


Classical 


Nonclassical 


Clinical  phenotype 


Virilized  prenatally 
and  symptomatic 


symptomatic:  Viri- 
lized postnatally 
and  symptomatic 


Asymptomatic:  Not 
virilized  prenatally 
or  postnatally  and 
asymptomatic 


> 


J 


Hormonal 

phenotype 


21-OH 

deficiency 

genotype 


Markedly 
elevated 
serum  17-OHP 
and  A' -A 
concentration 


Modestly 
elevated 
serum  17-OHP 
and  A^ -A 
concentration 


(SEVERE 
21-OH  deficiency 
SEVERE 

21-OH  deficiency 


The  allelic  variant  which  transmits  severe  21-hydroxylase  deficiency  is  in  genetic- 
linkage  disequilibrium  with  HLA-Bw47.  The  allelic  variant  which  transmits  mild 
21-hydroxylase  deficiency  is  in  genetic-linkage  disequilibrium  with  HLA-BI4 
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Resumen;  Una  familia  que  comprende  un  periodo  de 
dos  generaciones  fue  evaluada  y el  diagnóstico  de  hiper- 
plasía  adrenal  congénita  de  surgimiento  tardio  confirmado. 
El  caso  testigo  con  la  variante  atenuada  de  hiperplasia 
adrenal  congénita  presentó  con  hirsutismo  y acné.  Sus 
padres  y el  hermano  menor  estaban  asintomáticos  (variante 
críptica)  mientras  que  el  otro  hermano  demostró  no  tener  la 
enfermedad.  La  respuesta  hormonal  de  los  miembros  de  la 
familia  a Cortrosyn  (ACTH)  se  describe  y la  importancia 
de  esta  prueba  para  confirmar  el  estado  heterozigótico  es 
enfatizado.  La  tipificación  del  antígeno  de  histocompatibi- 
lidad  (HLA)  en  la  familia  demostró  la  presencia  de  6,4  el 
antígeno  más  comunmente  asociado  a las  mutaciones 
menos  severas  de  hiperplasia  adrenal  congénita  de  surgi- 
miento tardio. 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkabfe 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daify 

INDERAL  LA 


(PROPRANOIDLHCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study’ 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  lA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 
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4- 


Q.  3-  — — 

I'miWW 

Impotence  Weakness 
Men  (n  = 66) 


^ INDERAL  LA— 160  mg 
I i Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  U\.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


IndIride  la 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCt) 


80  mg  120  mg  160  mg 


Qj^Qg_Q^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS) 
INDERAL»  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INOERIDE»  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
hydrochlorothiazide  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in. 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-denved  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
(ÍLINICAL  LABORATORY  TESTS;  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus, 

NURSING  MOTHERS.  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

It  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  tor  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  reguires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation lor  time  and  place,  short-term  memory  loss;  emotional  lability,  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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ESTUDIOS  CLINICOS 


Schistosomiasis  in  the  Dominican  Republic 
Detection  of  Antibodies 
by  Radioimmunoassay 

George  V,  Hillyer,  PhD' 
Maricelis  Soler  de  Galanes,  MT' 
Amaury  Mendez-Sllfa,  MD^  ’ 


Abstract:  Serum  samples  obtained  in  1983  from  500 

patients  attending  the  clinic  at  the  Subcentro  de  Salud  de 
Hato  Mayor  and  residing  in  the  towns  of  Hato  Mayor, 
Higiiey,  and  El  Valle  were  tested  for  antibodies  to 
Schistosoma  mansoni  egg  antigens  utilizing  the  subset  of 
antigens  involved  in  the  circumoval  precipitin  reaction 
adapted  to  a solid  phase  radioimmunoassay.  Total  positi- 
vity rates  were  4.8%,  with  Hato  Mayor  being  lowest  (3.5%; 
7 of  200),  and  El  Valle  and  Higiiey  having  5%  (5  of  100)  and 
6%  (12  of  200)  positivity  respectively.  There  were  no 
significant  differences  between  males  and  females  (5.1%  vs. 
4.7%,  respectively),  but  positivity  rates  were  twice  as  high 
(5.6%)  in  the  adult  population  than  in  children  and 
adolescents  1-9  years  of  age  (2.8%).  Moreover,  in  Hato 
Mayor,  because  only  one  serum  sample  of  142  tested  in  the 
1-9  age  group  was  positive,  this  limited  serologic  study 
suggests  that  the  control  efforts  have  effectively  stopped 
transmission  in  the  Hato  Mayor  area  and  also  suggests  that 
serologic  testing  with  high  throughput  systems  such  as  RIA 
can  be  useful  as  a screening  tool  to  evaluate  changes  in 
population  where  schistosomiasis  is  present  at  low 
prevalence  and  intensities  of  infection.  This  is  the  case  in  the 
Dominican  Republic  and  will  probably  soon  be  the  case  in 
Puerto  Rico  where  due  to  increased  standards  of  living  and 
decreased  water  contact  patterns  prevalence  rates  appear 
to  be  dropping. 

Schistosomiasis  mansoni  has  been  documented  in 
humans  in  the  Dominican  Republic  since  1924, 
although  the  first  genuine,  unequivocable,  autochtonous 
case  was  described  in  1942  in  Hato  Mayor.'  By  the  next 
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year,  it  wasclearly  established  by  Ponce  Pinedo  that  Hato 
Mayor  was  a focus  of  human  schistosomiasis.  He  also 
demonstrated  that  infective  Biomphalaria  snails  were 
shedding  infectious  schistosome  cercariae  in  the  region.^ 
In  1965,  Ponce  Pinedo  found  that  31%  of  167  stool 
samples  from  children  8-13  years  old  had  schistosome 
eggs,^  even  though  examined  by  the  relatively  insensitive 
Hoffman  sedimentation-concentration  method.'*  In  1970 
control  efforts  were  begun  with  a control  center  formally 
inaugurated  at  the  Hato  Mayor  Health  Subcenter.  These 
efforts  included  education  of  the  population,  the  placing 
of  signs  by  the  streams  warning  the  citizens  of  the  danger 
of  infection,  biological  control  using  Marisa  cornuarietis 
snails,  and  chemical  control.  The  following  year, 
chemotherapy  was  instituted  on  all  individuals  diagnosed 
parasitologically.  In  1972  and  1973  two  new  areas  of 
S.  mansoni  transmission  to  humans  were  found  in  El 
Seybo  and  Higiiey.’’  ’ The  transmission  areas  were 
located  and,  as  in  Hato  Mayor,  chemical  snail  control 
was  applied  and  all  parasitologically  confirmed  cases 
were  treated  by  chemotherapy. 

When  control  efforts  were  begun  in  Hato  Mayor  the 
prevalence  rates  there  were  over  10%.  From  1970to  1972 
the  percentage  of  infected  individuals  in  Hato  Mayor, 
from  thousands  examined  yearly,  dropped  dramatically 
from  10.8  to  1.9%,  and  dropped  even  farther  through 
1977,  to  0.2%.  In  El  Seybo  the  percentage  of  infected 
individuals  dropped  from  4.9%  in  1972  to  0.5%  in  1977; 
and  in  Higiiey  the  percentage  of  infected  individuals 
dropped  from  12.2%  in  1972  to  0.8%  in  1977.  In  1978  was 
the  last  time  a relatively  thorough  sensus  was  taken,  and 
after  which  no  additional  information  is  known 
(reviewed  in  ref.  #1).  It  is  believed  that  prevalence  and 
intensity  rates  have  remained  at  a low  level. 

Because  of  the  dramatic  decrease  in  infected  individuals 
in  this  region,  determining  the  current  status  of  human 
schistosomiasis  is  more  difficult.  This  is  compounded  by 
the  possibility  that  many  of  the  infected  individuals  have 
low  intensity  infections  requiring  highly  sensitive  and 
costly  coprologic  procedures.  This  makes  serology  an 
attractive  alternative  to  attempt  and  predict  prevalence. 

The  present  report  concerns  utilizing  a radioimmuno- 
assay (RIA)  to  detect  antibodies  to  the  subpopulation  of 
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schistosome  egg  antigens  involved  in  the  circumoval 
precipitin  reaction  using  serum  samples  collected  from 
individuals  in  the  three  areas  traditionally  known  to  have 
infection  with  5'.  mansoni  in  the  Dominican  Republic: 
Hato  Mayor,  El  Valle,  and  Higiiey. 


Five  hundred  serum  samples  were  obtained  in  1983 
from  individuals  residing  in  three  towns  in  the  north- 
eastern Dominican  Republic:  Hato  Mayor  (=200),  El 
Valle  (n=100,  and  Higiiey  (n=200).  These  samples  were 
obtained  randomly  from  individuals  attending  the 
outpatient  clinic  of  the  Subcentro  de  Salud  de  Hato 
Mayor  del  Rey  for  nonschistosome-related  reasons. 

S.  mansoni  soluble  egg  antigen  was  obtained  as 
described  in  Hillyer  and  Gómez  de  Ríos.^  5.  mansoni 
COP  antigens  were  isolated  from  SEA  by  immunoaf- 
finity  chromatography  as  described  in  Hillyer  and  Rivera 
Marrero.*’  ’ A solid  phase  radioimmunoassay  utilizing 
COP  antigens  was  done  as  described  in  Hillyer  and  Soler 
de  Galanes. 

Results  and  Discussion 

Serum  samples  were  tested  at  a 1:200  dilution,  and 
positivity  was  defined  as  the  cpm  in  which  no  overlap 
between  the  S.  mansoni  positive  controls  and  the  normal 
controls.  This  resulted  in  40%  specific  binding  for  both 
human  sera  and  sera  from  mice  experimentally  infected 
with  S.  mansoni. 

The  Table  shows  that  the  overall  positivity  rates  of  the 
500  serum  samples  tested  was  4.8%,  with  the  lowest  being 
in  Hato  Mayor  (3.5%;  7 of  200)  and  El  Valle  (5%;  5 of 
100)  and  Higiiey  (6%;  12  of  200)  being  almost  twice  this 
figure.  Positivity  rates  by  sex  were  almost  identical,  both 
being  close  to  5%.  However,  positivity  rates  were  twice  as 
high  in  the  adult  population  (5.6%)  than  in  children  and 
adolescents  1-9  years  of  age  (2.8%).  In  Hato  Mayor, 
where  the  major  control  efforts  have  been  focused,  only  1 
serum  sample  of  142  tested  in  the  1-9  age  group  was 
positive. 

Because  only  one  serum  sample  of  142  tested  in  the  1- 
19  age  group  was  positive  in  Hato  Mayor,  this  limited 
serologic  study  suggests  that  the  control  efforts  have 


effectively  stopped  transmission  in  the  Hato  Mayor  area 
and  that  serologic  testing  with  high  throughput  systems 
such  as  RIA  can  be  useful  as  screeening  tool  to  evaluate 
changes  in  populations  where  schistosomiasis  is  present 
at  low  prevalence  and  intensities  of  infection. 

When  schistosomiasis  mansoni  was  found  in  humans 
in  El  Seybo  and  Higiiey  in  1972-1973  control  efforts  were 
begun  immediately  and  stopped  almost  immediately 
afterwards.  Thus,  during  the  next  10  years  control  efforts 
outside  of  Hato  Mayor  have  been  essentially  none- 
xistent. The  control  program  focused  on  mollusci- 
ciding  and  when  the  single  vehicle  was  inoperable, 
frequently  for  months,  the  control  efforts  were  limited  to 
Hato  Mayor.  The  results  from  this  antiboby  survey 
supports  these  conclusions  and  suggests  that  schistoso- 
miasis may  currently  be  present  in  higher  numbers  in 
Higiiey  and  possibly  in  El  Seybo  and  that  a parasitolo- 
gical survey  for  confirmation  is  warranted. 


TABLE  I 


Detection  of  antibodies  to  Schistosoma  mansoni  circumoval  precipitin 
antigens  by  radioimmunoassay  in  500  human  serum  samples  from 
Hato  Mayor,  Higiiey,  and  El  Valle,  Dominican  Republic 


A.  By  town 

Town 

No.  Positive 

Total  Samples 

% Positive 

Hato  Mayor 

7 

200 

3.5 

Higiiey 

12 

200 

6. 

El  Valle 

5 

100 

5. 

B.  By  sex 

Sex 

No.  Positive 

Total  Samples 

% Positive 

Males 

8 

156 

5.1 

Females 

16 

344 

4.7 

C.  By  age 

Age  Group 

No.  Positive 

Total  Samples 

% Positive 

(years) 

2-9 

1 

33 

3. 

10-19 

3 

109 

2.8 

20-29 

11 

213 

5.2 

30-80 

9 

145 

6.2 

D.  By  town  and  age 

Town 

No.  Positive 

Total  Samples 

% Positive 

Age  Group 

Hato  Mayor 

2-9 

1 

12 

8.3 

10-19 

0 

43 

0. 

20-29 

4 

89 

4.5 

30-80 

2 

56 

3.6 

Higiiey 

3-9 

0 

17 

0. 

10-19 

2 

48 

4.2 

20-29 

6 

83 

7.2 

30-80 

4 

52 

7.7 

El  Valle 

3-9 

0 

4 

0. 

10-19 

1 

18 

5.6 

20-29 

1 

42 

2.4 

30-80 

3 

36 

8.3 
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Abstract;  Two  cases  of  intracerebral  hemorrhage 
presenting  as  lacunar  syndromes  were  studied.  Small 
intracerebral  hemorrhages  have  been  associated  with  the 
four  common  lacunar  syndromes,  specially  pure  motor  and 
ataxic  hemiparesis.  Computerized  tomography  (CT)  is  the 
only  definite  way  of  differentiating  hemorrhagic  from 
ischemic  lacunar  syndromes. 

In  a number  of  clinicopathological  studies,  Fisher  and 
coworkers  described  four  common  lacunar  syndromes 
produced  by  small  subcortical  infarcts  (lacunes);  i.e.,  pure 
motor  hemiparesis,  ataxic  hemiparesis,  pure  sensory 
stroke,  and  dysarthria-clumsy  hand  syndrome. Since  the 
advent  of  CT  scanning,  it  has  been  realized  that  non- 
ischemic lesions  such  as  metastases,^  abscesses,^  subdural 
hematomas,  and  demyelinating  lesions^  can  rarely  present 
identical  syndromes.  During  the  past  seven  years,  several 
reports  of  intracerebral  hematomas  producing  lacunar 
syndromes  (to  our  knowledge  38  CT-documented  and  1 
autopsied  cases)  have  been  published.^~^° 

The  purpose  of  this  article  is  to  report  two  cases  of 
intracerebral  hematomas  presenting  as  lacunar  syndromes. 

Case  No.  1 

A hypertensive  66  years  old  female  was  admitted  with 
a left  hemiparesis  of  6 hours  of  evolution.  She  com- 
plained of  mild  right  parietal  headache. 

On  examination,  her  blood  pressure  (BP)  was  210/150 
mm  Hg.  The  patient  was  alert  and  oriented.  No  visual  field 
defects  were  present.  She  had  a left  supranuclear  seventh 
nerve  palsy,  a mild  left  hemiparesis,  arm  equal  to  leg,  and 
a left  extensor  plantar  response.  No  sensory  deficits  were 
encountered.  There  was  dysmetria  on  the  left,  out  of 
proportion  to  the  degree  of  weakness,  compatible  with 
the  syndrome  of  ataxic  hemiparesis.^’  ^ 

CT  showed  a small  hematoma  in  the  right  capsular- 
thalamic  area  (figure  1),  with  no  shift  of  midline  struc- 
tures. 

She  was  discharged  after  one  week  of  hospitalization 
with  only  a minimal  neurologic  deficit. 
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Figure  1.  Unenhanced  CT  of  case  1 showing  a small  resolving  hematoma 
in  the  right  capsular  - thalamic  area  with  surrounding  edema. 


Case  No.  2 

A 58  year  old  hypertensive  female  presented  with  the 
acute  onset  of  right  hemparesis.  This  was  not  associated 
with  headache  nor  changes  in  mentation.  Twenty  years 
before  she  had  clipping  of  a cerebral  aneurysm  and 
remained  with  mild  left  hemiparesis. 

Physical  examination  revealed  a BP  of  160/110  mm 
Hg.  She  was  alert  and  oriented  and  no  visual  field  defects 
were  evidenced.  A right  central  facial  weakness  and  a 
dense  right  hemparesis,  arm  equal  to  leg,  was  present. 
There  was  a minimal  spastic  left  hemparesis.  Finger  to 
nose  testing  was  appropriate  in  the  left.  Sensation  was 
intact  for  light  touch,  pain,  temperature,  vibration,  and 
position.  The  left  plantar  respose  was  extensor  while  the 
right  was  neutral.  Her  new  deficits  were  compatible  with 
the  syndrome  of  pure  motor  hemiparesis.^,  * 

CT  revealed  a small  recent  hematoma  involving  the  left 
thalamus  and  internal  capsule  (figure  2).  Mass  effect  was 
minimal.  There  was  no  evidence  of  subarachnoid  or  intra- 
ventricular hemorrhage.  Old  post-surgical  changes  were 
evident  in  the  right. 
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Over  the  ensuing  week,  her  deficits  partially  resolved 
and  was  discharged  with  only  mild  weakness. 


Figure  2.  Unenhanced  CT  of  case  2 showing  a small  hematoma  in  the  left 
thalamus  and  posterior  limb  of  the  internal  capsule.  Encephaloclastic  post 
surgical  changes  and  craniotomy  are  seen  in  the  right. 


headache,  nausea  and  vomiting,  nor  the  BP  on  admission 
were  found  to  be  of  help  in  differentiating  hemorrhage 
from  ischemic  lacunar  syndrome.*^  Our  two  patients, 
however,  had  significant  arterial  hypertension  at  presen- 
tation. 

Intracerebral  hemorrhage  has  been  associated  with  all 
the  four  common  lacunar  syndromes  (Table  I).  The  most 
frequently  encountered  syndromes  are:  pure  motor 
hemiparesis  (50%),  ataxic  hemiparesis  (30%),  dysarthria- 
clumsy  hand  syndrome  (12.5%),  and  pure  sensory  stroke 
(7.5%).  No  specific  lacunar  syndrome  has  been  asso- 
ciated with  a particular  anatomical  location,  as  supraten- 
torial and  brainstem  hematomas  have  been  described 
with  each  of  these  syndromes  (Table  I). 

Small  intracerebral  hemorrhage  is  a likely  cause  of 
lacunar  syndromes,  specially  in  patients  with  pure  motor 
and  ataxic  hemiparesis.  No  particular  clinical  finding  or 
diagnostic  procedure  other  than  CT  is  able  to  reliably  dif- 
ferentiate hemorrhagic  from  ischemic  lacunar  syndrome. 
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Discussion 

Before  the  CT  era,  intracerebral  hemorrhage  was 
believed  to  always  produce  severe  symptoms,  and  there- 
fore, small  hematomas  might  have  been  misdiagnosed  as 
lacunar  infarcts.  Interestingly,  Fisher  in  1965  theorized 
that  small,  strategically  located  hematomas  might 
produce  lacunar  syndromes,  although  he  failed  to  find 
any  in  his  pathological  studies.®  In  a recent  series  of  174 
cases  of  spontaneous  intracerebral  hemorrhage,  Mori  et 
al'^  found  that  10.9%  presented  with  a lacunar  syndrome. 
This  incidence  is  higher  than  previously  considered.  The 
mode  of  onset  (sudden  or  gradual),  the  presence  of 


Resumen:  Pequeñas  hemorragias  intracerebrales  se 

han  asociado  con  los  cuatro  síndromes  lacunares  comunes, 
especialmente  hemiparesis  pura  motora  y hemiparesis 
atáxíca.  La  tomografía  computarízada  es  la  única  forma 
definitiva  de  diferenciar  los  síndromes  lacunares  isquémi- 
cos de  los  hemorrágicos. 

Estudios  clinicopatológícos,  han  descrito  cuatro  síndro- 
mes lacunares  comunes  producidos  por  pequeños  infartos 
subcorticales  (lacunas)  í.e.,  hemiparesis  pura  motora, 
hemiparesis  atáxica,  apoplegía  pura  sensorial  y el  síndrome 
de  disartria  con  torpeza  de  la  mano.  Con  la  tomografía 
computarízada,  se  ha  encontrado  que  otras  lesiones  no 
isquémicas  tales  como  metastasis,  abscesos,  hematomas 


TABLE  I 


Cummulative  Cases  of  Hemorrhagic  Lacunar  Syndrome 

Location 

Number 

Lacunar 

of 

of 

Reference 

Syndrome 

Hematoma 

Cases* 

Number 

internal  capsule 

16 

(8,  12,  14,  15,  20) 

putamen 

3 

(12,  17) 

Pure  motor  Hemiparesis 

pons 

1 

(9) 

internal  capsule 

8 

(12,  13) 

Ataxic  hemiparesis 

pons 

4 

(11,  12,  16) 

Dysarthria-clumsy 

putamen 

4 

(12) 

hand  Syndrome 

pons 

1 

(18) 

Pure  sensory 

internal  capsule 

2 

(10,  12) 

stroke 

midbrain 

1 

(19) 

Total  Cases 

40 

♦Including  our  2 cases. 
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subdurales  y lesiones  demielinizantes  pueden,  aunque 
raramente  presentar  síndromes  idénticos.  Durante  los 
últimos  siete  años,  se  han  publicado  varios  reportes  de 
hematomas  intracerebrales  produciendo  síndromes  lacu- 
nares  (a  nuestro  conocimiento  38  documentados  por 
tomografía  computarizada  y 1 caso  de  autopsia) 

Es  el  propósito  de  este  artículo  documentar  dos  casos  de 
hematomas  intracerebrales  presentando  como  síndromes 
lacunares. 


References 

1.  Fisher  CM:  Pure  sensory  stroke  involving  face,  arm  and  leg. 
Neurology  (Minneap)  1965;  15:76-80 

2.  Fischer  CM:  A lacunar  stroke:  the  dysarthria-clumsy  hand 
syndrome.  Neurology  (NY)  1967;  17:614-7 

3.  Fisher  CM:  Ataxic  hemiparesis:  a pathologic  study.  Arch  Neurol 
1978;  35:126-8 

4.  Fisher  CM:  Lacunar  stroke  and  infarcts:  a review.  Neurology 
1982;  32:871-6 

5.  Fischer  CM,  Cole  M:  Homolateral  ataxia  and  crural  paresis:  a 
vascular  syndrome.  J Neurol  Neurosurg  Psychiatry  1965;  28:48-55 

6.  Fisher  CM,  Curry  HB:  Pure  Motor  hemiplegia  of  vascular  origin. 
Arch  Neurol  1965;  13:30-44 

7.  Bedheim  PE,  Berg  BO:  Ataxic  hemiparesis  from  a midbrain  mass. 
Ann  Neurol  1981;9:405-7 

8.  Weisberg  LA:  Computed  tomography  and  pure  motor  hemiparesis. 
Neurology  (NY)  1979;  29:490-5 

9.  Gobernado  JM,  Fernández  de  Molina  AR,  Gimeno  A:  Pure  motor 
hemiplegia  due  to  hemorrhage  in  the  lower  pons.  Arch  Neurol 
1980;  37:393 

10.  Groothuis  DR,  Duncan  GW,  Fisher  CM:  The  human  thalamocor- 
tical sensory  path  in  the  internal  capsule:  evidence  from  a small 
capsular  hemorrhage  causing  a pure  sensory  stroke.  Ann  Neurol 
1977;  2:328-31 

11.  Kobatake  K,  Shinohara  Y:  Ataxic  hemiparesis  in  patients  with 
primary  pontine  hemorrhage.  Stroke  1983;  14:762-4 

12.  Mori  E,  Tabuchi  M,  Yamadori  A:  Lacunar  syndrome  due  to  intra- 
cerebral hemorrhage.  Stroke  1985;  16:454-9 

13.  Mori  E,  Yamodori  A,  Kudo  Y,  Tabuchi  M:  Ataxic  hemiparesis  from 
small  capsular  hemorrhage.  Arch  Neurol  1984;  41:1050-53 

14.  Obeso  JA,  Marti-Masso  JF,  Carrera  N,  Astudillo  W:  Pure  motor 
quadriplegia  secondary  to  bilateral  capsular  hematomas.  Arch 
Neurol  1980;  37:248 

15.  Rascol  A,  Clanet  M,  Manelfe  C,  Guiraud  B,  Bonafe  A:  Pure  motor 
hemiplegia;  CT  study  of  30  cases.  Stroke  1982;  13:1 1-7 

16.  Schnapper  RA:  Pontine  hemorrhage  presenting  as  ataxic  hemipa- 
resis. Stroke  1982;  13:518-9 

1 7.  Tapia  JF,  Kase  CS,  Sawyer  RH,  Mohr  JP:  Hypertensive  putaminal 
hemorrhage  presenting  as  pure  motor  hemiparesis.  Stroke  1983; 
14:505-6 

18.  Tuhrim  S,  Yang  WC,  Rubinowitz  H,  Weinberger  J:  Primary  pontine 
hemorrhage  and  the  dysarthria-clumsy  hand  syndrome.  Neuro- 
logy (NY)  1982;  32:1027-8 

19.  Tuttle  PV,  Reinmuth  OM:  Midbrain  hemorrhage  producing  pure 
sensory  stroke.  Arch  Neurol  1984;  41:794 

20.  Weisberg  LA,  Wall  M:  Small  capsular  hemorrhages.  Arch  Neurol 
1984;  41:1255-7 


Background 

music. 

Is  more  than 
good  music. 

It’s  a pleasant  atmosphere 
provides  a calm  environment 
and  stress  control. 

Now  with  this  service  you  can 
provide  your  patients  no  initiall 
cost,  and  only  a moderate 
monthly  fee. 

Also  intercom  systems  available. 


For  more  information  call: 

723-4195  — 747-1858 
843-5770 


482 


This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works; 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 

When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $150  a month.  We  are  making  100  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  12  months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 


I 

I I accept  your  offer. 


1 

Manufactured  in  the  United  States  of  America  by:  i 

1 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200. 

STER-O-LIZER®  i 

MANUFACTURING  CORPORATION 

Mailing  Address:  P.O.  Box  27488  1 

City 

Statfi  ZIP 

Salt  Lake  City,  Utah  84127  U,S.A,  1 

Offices:  375  West  400  North  | 

Salt  Lake  City,  Utah  84103  U.S.A,  1 

Telephone:  (801)  532-5600  | 

Telex:  453048  SMC  SLC  | 

Yfiar 

Send  to. 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P 0 Box  27488,  Salt  Lake  City,  Utah  84127 


Case  Presentation  J 

Perinephric  and  Subhepatic  Abscesses 
Associated  with  Renai  Subcapsuiar  isiet 
Ceii  Transpiantation 

L.H.  Toledo-Pereyra,  MD 
K.O.  Bandlien,  MD 
G.  Hajjar,  MD 
B.  Vemuri,  MD* 


The  transplantation  of  pancreatic  islet  cell  fragments 
into  insulin  dependent  diabetic  patients  has  not 
shown  consistent  production  of  endogenous  insulin.  In 
fact,  only  a few  cases  have  become  insulin  free  for  very 
short  periods  of  time,  following  allotransplantation.'  The 
development  of  successful  renal  subcapsuiar  transplanta- 
tation  of  non-collagenase  treated  pancreatic  islet  cell 
fragments  in  larger  animals  at  our  center,^’  ^ stimulated  us 
to  use  this  technique  in  humans.  This  case  represents  the 
development  of  perirenal  and  subhepatic  abscesses 
following  renal  subcapsuiar  islet  cell  transplantation. 

A forty-seven  year  old  white  female  with  a 20-year 
history  of  insulin  dependent  diabetes  was  the  recipient  of 
two  islet  cell  transplants  to  the  renal  subcapsuiar  region. 
She  had  been  receiving  an  average  of  35  units  of  Lente 
insulin  daily  and  had  evidence  of  proliferative  retino- 
pathy and  peripheral  and  visceral  neuropathy  with  no 
evidence  of  nephropathy.  A left  renal  subcapsuiar  islet 
cell  pancreatic  transplant  was  performed  on  4/26/84, 
with  no  evidence  of  significant  function.  She  later 
underwent  a second  renal  subcapsuiar  islet  cell  pancreatic 
transplant  on  the  right  side,  on  6/25/85.  Twenty-five 
grams  of  manually  separated  pancreatic  fragments 
containing  islet  cells  were  injected  without  difficulty  into 
a well  developed  subcapsuiar  space.  A purse-string,  with 
a 2-0  chromic  was  placed  in  the  site  of  entrance  of  the 
capsule  in  order  to  prevent  any  splillage.  No  complica- 
tions were  observed  during  surgery  and  the  patient  had 
an  immediate  recovery  without  any  difficulties.  Since  the 
time  of  surgery,  she  required  variable  amounts  of  insulin, 
averaging  25  units  daily.  One  week  after  surgery,  serum 
human  C-peptide  level  was  0.9  ng/ml,  insulin  was  93 
uU/ml,  and  glucagon  was  252  pg/ml,  obtained  directly 
from  the  right  renal  vein  close  to  the  transplant  site.  Even 
though  this  patient  had  some  endogenous  hormonal 
production,  she  continued  to  require  insulin  coverage  (20 
units  regular)  daily.  Eight  days  following  surgery,  she 
noticed  some  tenderness  on  the  right  flank  and  lower 
quadrant  with  incisional  pain  that  progressed  in  inten- 
sity. On  the  tenth  postoperative  day  she  developed  a 
temperature  of  100.1°  F with  continuous  rieht  flank  and 
lower  quadrant  pain.  She  also  had  associated  diarrhea. 


From  the  Departments  of  Surgery  and  Radiology,*  Mount  Carmel 
Mercy  Hospital,  Detroit,  Michigan 


and  a white  cell  count  that  increased  to  20.6  x lOVul.  A CT 
scan  showed  perirenal  and  subhepatic  abscesses  that  were 
drained  by  the  placement  of  a percutaneous  catheter 
(Figure  lA,  IB,  and  1C).  Intravenous  antibiotics 
(cefotaxime  sodium,  Claforan)  were  started.  Pseudo- 
monas aerugionosa  was  reported  and  the  coverage  was 
changed  to  amikacin,  clindamycin  and  piperacillin.  As 
soon  as  the  abscesses  were  drained,  the  general  condition 
improved.  However,  a repeated  CT  scan  of  the  abdomen 
a week  later,  indicated  the  development  of  another 
subhepatic  abscess  close  to  the  previous  ones  that 
required  further  drainage  and  placement  of  another 
catheter.  Antibiotic  treatment  continued  with  amikacin 
only.  Five  weeks  after  the  initial  surgery,  the  patient  was 
asymptomatic  and  the  drains  and  catheters  were  removed 
(Figure  ID).  Even  though  moderate,  greenish-gray  thick 
material  was  evident  from  the  wound,  the  patient  did  not 
exhibit  any  systemic  symptoms.  Amikacin  was  discon- 
tinued and  cefoperazone  sodium  (Cefobid)  began.  The 
patient  was  discharged  on  this  antibiotic  to  complete  a 
total  of  six  weeks  therapy.  She  continues  to  do  well 
without  any  complications  several  months  post  surgery. 


Figure  lA 
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Perinephric  and  Suhhepaiic  abscesses... 


Bat.  A sac.  Med.  P.  Rico  - Noviembre  1986 


Figure  IB 


Figure  ID 


Figure  1C 


Figure  1.  Several  aspects  of  the  perinephric  and  subhepatic  abscesses 
following  renal  subcapsular  islet  cell  transplantation. 

A.  CT  scan  showing  abscess  cavity  in  right  perinephric  space  and 
subhepatic  space. 

B.  Increase  in  size  of  subhepatic  cavity  from  July  11  to  July  17,  1985. 

C.  Drainage  catheter  in  perinephric  space  with  irregular  cavity  opacified 
with  contrast  material. 

D.  Second  drainage  catheter  in  subhepatic  abscess  cavity  with  almost 
complete  drainage. 

Her  insulin  requirements  have  decreased  to  12-15U  of 
lente  insulin  daily,  as  compared  with  more  than  30  units 
used  daily  prior  to  transplantation. 

This  case  presents  a complication  that  occurred  after 
renal  subcapsular  islet  cell  transplantation.  In  our 
previous  four  cases  (Table  I),  we  have  not  seen  any 
infectious  complications  associated  with  this  procedure. 
Contamination  of  the  islet  cell  fragments  during  their 
preparation,  as  well  as  breakage  of  the  sterile  technique 
during  surgery  are  the  most  likely  sources  of  this  infec- 
tion. Special  attention  is  to  be  given  then  to  sterile 
techniques  during  all  surgical  steps  to  prevent  this  com- 
plication from  occurring.  Also,  the  use  of  prophylactic 
antibiotics  is  recommended. 

It  is  interesting  to  note  the  high  human  C-peptide  levels 
present  in  this  patient  immediately  prior  to  the  develop- 
ment of  the  infection.  In  addition,  the  requirements  of 
exogenous  insulin  decreased  considerably  after  the  infec- 
tion was  treated.  It  is  then  possible  that  the  intracapsular 
space  was  not  necessarily  involved  and  that  the  infection 
was  extracapsular;  in  this  way  preventing  some  pancretic 
fragments  from  being  destroyed,  that  could  at  some  point 
account  for  the  islet  cell  function  at  various  times  after 
transplantation.  In  summary,  the  development  of 
perinephric  and  subhepatic  abscesses  should  be  kept  in 
mind  when  performing  subcapsular  islet  cell  transplanta- 
tion. Maintenance  of  sterile  techniques  during  the 
preparation  of  the  pancreas  for  islet  cell  transplantation 
and  the  surgical  procedure  are  of  most  importance. 
Prophylactic  antibiotics  should  also  be  routinely  use. 
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TABLE  I 


Posttransplant  Course  of  Human  Renal  Subcapsular  Islet  Cell  Allografts 


Patient 

Average 

Pretransplant 

Exogenous 

Insulin 

Requirements 

(lU/day) 

Amount  of 
Tissue 

Transplanted 
(Collagenase- 
free  Method) 

Immediate 

Function* 

Long-term 

Function* 

Exogenous 

Insulin 

Requirements  at 
Posttransplant 
(U/day) 

RSC-1 

39  U 

2 gm 

None 

None 

35  U 

RSC-2 

36  U 

5 gm 

None 

None 

35  U 

RSC-3 

28  U 

12  gm 

+ 

-1- 

16  U 

RSC-4 

26  U 

12  gm 

- 

- 

20  U 

RSC-5  (Current  Case) 

35  U 

22  gm 

-1- 

- 

15  U 

- = Serum  C-peptide  <0.7  ng/ml 
+ = Serum  C-peptide  >0.7  ng/ml 

•Immediate  function  assessed  at  2 weeks  posttransplant,  long-term  function  assessed  at  >3  months  posttransplant,  based 
on  serum  C-peptide  levels. 


Resumen:  Este  manuscrito  describe  las  complicaciones 

asociadas  en  uno  de  los  casos  de  nuestra  serie  con  trans- 
plante de  islotes.  Un  paciente  con  diabetes  insulino- 
dependiente  recibió  un  transplante  de  islotes  adentro  de  la 
cápsula  renal.  Después  del  transplante,  abscesos  perirenal 
y subhepático  complicaron  el  cuadro  clínico  que  requirieron 
drenaje  y tratamiento  con  ^antibióticos.  Después  de  seis 
semanas,  las  complicaciones  se  resolvieron  y el  paciente  fue 
dado  de  alta.  Después  de  varios  meses,  los  requerimientos 
de  insulina  han  descendido  por  50%.  En  el  futuro,  el  uso 
de  técnicas  estériles  estrictas  durante  la  preparación  de  los 
islotes  y durante  el  transplante,  posiblemente  prevenga 
estas  complicaciones  en  pacientes  que  reciban  islotes  del 
pancreas. 
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ARTICULOS  ESPECIALES 


Como  se  Llega  a Ejercer  la  Medicina  en 
Puerto  Rico  - 1986 

José  Ramirez  Rivera,  MD,  FACP,  FCCP* * 


Resumen:  Recopilamos  aquí  información  de  particular 

interés  para  el  estudiante  de  medicina  y médicos  recién 
graduados  de  la  muy  enmendada  ley  que  regula  la  práctica 
de  la  medicina  en  Puerto  Rico.  Se  incluyen  las  últimas  y 
substanciales  enmiendas  de  junio  de  1986.  Exponemos 
también  información  actualizada  de  las  normas  vigentes 
para  obtener  los  éxamenes  de  reválida.  Se  presentan  los 
requisitos  para  obtener  las  LICENCIAS  PROVISIO- 
NALES para  estudios  postgraduados  (internado  y residen- 
cias), el  Servicio  Público  y la  LICENCIA  REGULAR. 

Comparamos  la  distribución  de  plazas  de  los  28 
programas  disponibles  para  internado  entre  el  1976  y 1986. 
Aunque  la  plazas  para  el  primer  año  postgraduado  han 
aumentado  en  los  últimos  diez  años,  en  la  actualidad, 
médicos  con  cualificaciones  marginales  pueden  tener 
dificultades  en  encontrar  internados  reconocidos.  Desde 
julio  de  1980  la  práctica  no  autorizada  de  la  medicina  es  un 
delito  grave.  El  creciente  número  de  demandas  por 
impericia  y los  recientes  cambios  de  ley  han  aumentado  el 
riesgo  con  que  se  ejerce  nuestra  profesión. 

La  Ley  22  que  regula  la  práctica  de  la  medicina  en 
Puerto  Rico  fue  aprobada  el  22  de  abril  de  1931.'  En 
años  recientes  ha  sido  enmendada  repetidas  veces  a través 
de  leyes  como  las  Número  1 1 y 14  de  1979,^  la  79  de  1978,^ 
la  112  de  1980  y últimamente  por  la  ley  número  1 que 
entró  en  vigor  el  25  de  junio  de  1986. 

Desde  1975  hemos  publicado  una  orientación  sobre 
pasos  reglamentarios  a seguir  por  el  estudiante  de 
medicina  en  el  escabroso  camino  que  lo  lleva  a practicar 
su  profesión. '*■*  Los  cambios  de  ley  vigentes  a partir  de 
junio  de  1986  y las  modificaciones  en  las  normas  del 
Tribunal  Examinador  hacen  necesaria  una  nueva 
revisión  de  varios  aspectos  de  esta  orientación.  El 
estudiante  de  medicina  puertorriqueño  espera  que  el 
médico  en  la  práctica  tenga  un  conocimiento  actualizado 
de  cómo  se  llega  a ejercer  su  profesión,  por  esto  presenta- 


Servicios Médicos  Universitarios  y Departamento  de  Medicina,  Escuela 
de  Medicina,  Universidad  de  Puerto  Rico,  G.P.O.  Box  5067,  San  Juan, 
Puerto  Rico  00936 

* Catedrático  de  Medicina,  Escuela  de  Medicina,  Universidad  de  Puerto 
Rico 


mos  estos  datos  en  El  Boletín  de  la  Asociación  Médica  de 
Puerto  Rico 

Escuelas  de  Medicina  Locales 

La  escuelas  de  medicina  en  Puerto  Rico  tienen  general- 
mente dos  acreditaciones:  la  del  Consejo  de  Educación 
Superior  y la  del  Comité  de  Enlace  de  Educación  Médica 
de  la  Asociación  Médica  Americana.  La  graduación  de 
una  de  las  tres  escuelas  puertorriqueñas  con  doble 
acreditación  (Universidad  de  Puerto  Rico,  Cayey  y 
Ponce)  o de  una  escuela  norteamericana  acreditada  por  el 
Estado  y el  Comité  aludido  es  un  paso  firme  para  llegar  a 
ejercer  la  medicina  en  nuestro  pais. 

Escuelas  de  Medicina  Extranjeras  Reconocidas 

Para  reducir  el  flujo  de  estudiantes  de  mediocre  prepa- 
ración y limitadas  destrezas,  el  Tribunal  Examinador  de 
Médicos  de  Puerto  Rico  ha  establecido  unas  normas  para 
otorgar  reconocimiento  a las  escuelas  de  medicina 
localizadas  en  el  extranjero.  Estas  normas  se  detallan  en 
el  Capítulo  VII  del  Reglamento  del  Tribunal.  Sólo  un 
número  pequeño  de  escuelas  son  en  estos  momentos 
reconocidas  por  el  Tribunal  (Tabla  I).  Egresados  de 
escuelas  no  reconocidas  por  el  Tribunal  no  podrán 
presentar  la  reválida  de  Puerto  Rico  excepto  por  los  que 
superan  los  importantes  obstáculos  que  se  detallan  en  la 
próxima  sección.  Es  incauto  el  que  empieza  estudios  en 
una  escuela  de  medicina  que  está  “en  vías  de 
reconocerse”.  El  Reglamento  del  Tribunal  Examinador 
claramente  expresa  que  solamente  estudiantes  que  se 
matriculen  “a  partir  de  la  fecha  en  que  el  reconocimiento 
es  efectivo  se  consideraran  como  egresados  de  una 
escuela  reconocida...” 

Escuelas  de  Medicina  Extranjeras  No-Reconocidas 

Egresados  de  escuelas  no  reconocidas  podrán  ser 
admitidos  a los  éxamenes  der  reválida  siempre  y cuando 
aprueben  el  “Foreign  Medical  Graduate  Examination  in 
the  Medical  Sciences  (FMGEMS)”.  Aspirantes  a coger  la 
reválida  cuyos  dos  primeros  años  fueron  en  escuelas  no 
reconocidas,  pero  se  graduaron  de  una  escuela  recono- 
cida por  el  Comité  de  Enlace  de  Educación  Médica 
(exclusivamente  las  universidades  de  Puerto  Rico,  Cayey 
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Escuelas  Extranjeras  Reconocidas  por  el  Tribunal  Examinador  de 
Médicos  de  Puerto  Rico 


EspaAa 

Universidad  de  Navarra,  Pamplona 
Universidad  de  Zaragoza,  Zaragoza 

México 

Universidad  Autónoma  de  Guadalajara,  Guadalajara 
Instituto  Politécnico  Nacional,  Ciudad  de  México 
Universidad  del  Noroeste,  Tampico 

República  Dominicana 

Universidad  Católica  Madre  y Maestra,  Santiago  de  los  Caballeros 
Universidad  Pedro  Henríquez  Ureña,  Santo  Domingo 


y Ponce  y universidades  norteamericanas),  serán  consi- 
derados como  egresados  de  una  escuela  reconocida  por  el 
Tribunal  Examinador.  Aspirantes  que  terminaron  sus 
últimos  dos  años  de  estudio  en  una  escuela  reconocida 
por  el  Tribunal  Examinador,  pero  no  reconocidas  por  el 
Comité  de  Enlace  de  Educación  Médica,  (Escuela  San 
Juan  Bautista  y Tabla  1)  deberán  haber  aprobado  el 
examen  de  “Medical  Science  Knowledge  Profile  (MSKP)’’ 
de  la  Asociación  Americana  de  Colegios  de  Medicina  o 
en  su  defecto  la  primera  parte  de  ciencias  básicas  del 
“Foreing  Medical  Graduate  Examination  in  the  Medical 
Sciences  (FMGEMS)”  para  ser  admitidos  al  examen  de 
reválida. 

El  Tribunal  podrá  eximir  del  requisito  de  examen  a 
aquellos  médicos  que  hayan  revalidado  en  estados  de  la 
Unión  Americana  con  los  cuales  el  Tribunal  haya 
establecido  relaciones  de  reciprocidad.  (El  número  de 
éstos  ha  disminuido  gradualmente  y es  al  momento  como 
dieciseis).  También  puede  eximir  del  requisito  de  examen 
a aquellos  que  hayan  aprobado  el  examen  de  licenciatura 
de  la  Federación  de  Juntas  Médicas  Estatales  (FLEX)  o a 
los  diplomados  por  el  Tribunal  Nacional  de  Examina- 
dores de  Médicos  C‘National  Board  of  Medical  Examiners”). 

Revalida 

El  Tribunal  Examinador  de  Médicos  de  Puerto  Rico 
ofrece  exámenes  de  reválida  totales  o parciales  por  lo 
menos  dos  veces  al  año.  Se  publica  una  convocatoria  en 
un  periódico  de  circulación  general,  aproximadamente 
90  dias  antes  de  la  fecha  del  examen.  El  examen  consiste 
de  tres  partes:  la  primera  incluye  por  lo  menos  las 
materias  siguientes:  Anatomía,  Bioquímica,  Ciencias  de 
la  Conducta,  Farmacología,  'Fisiología,  Microbiología, 
Parasitología  y Semiología;  la  segunda  incluye  por  lo 
menos  las  siguientes  materias:  Cirugía,  Medicina, 
Obstetricia  y Ginecología,  Pediatría,  Salud  Pública  y 
Siquiatría;  la  tercera  es  un  examen  práctico  de  aproxima- 
damente una  hora  en  un  hospital  de  la  isla  designado  por 
el  Tribunal.  Los  exámenes  escritos  son  en  español  e 
inglés,  a elección  del  examinado,  y de  tipo  moderno 
(selección  múltiple).  Para  aprobarlos  es  necesario 
obtener  una  calificación  no  menor  de  75  en  cada  parte.  La 
Ley  de  1986  contempla  que  el  Tribunal  publicará  un 
manual  contentivo  de  toda  la  información  relativa  al 


examen  de  reválida.  Este  estará  a la  disposición  de  toda 
persona  que  solicite  ser  admitido  para  tomar  el  examen 
previa  presentación  de  un  comprobante  de  Rentas 
Internas  de  $10.(X)  (diez  dólares). 

El  blanco  para  solicitar  la  reválida  se  obtiene  del: 

Tribunal  Examinador  de  Médicos 
Apartado  Postal  9342 
Santurce,  Puerto  Rico  00908 

La  solicitud  debe  radicarse  junto  con  todos  los 
documentos  antes  de  la  fecha  indicada  en  la  convocato- 
ria, generalmente  60  días  antes  del  examen.  No  se  da 
curso  a solicitudes  que  se  reciben 'después  de  la  fecha 
límite.  Para  solicitar  la  primera  parte  de  la  reválida  se 
exige: 

1.  Transcripción  de  créditos  universitarios  que  indique 
la  aprobación  de  un  curso  de  pre-médica  o cursos 
equivalentes  que  consten  de  no  menos  de  90  créditos 
con  un  índice  no  menor  de  2.5  (dos  punto  cinco)  en 
una  escala  de  4 ó su  equivalente.  La  institución  debe 
remitir  por  correo  este  documento  directamente  al 
Tribunal.  El  Tribunal  no  aceptará  estudios  de  pre- 
médica realizados  en  el  extranjero  a menos  que  estos 
cursos  puedan  ser  convalidados  por  la  Universidad  de 
Puerto  Rico. 

2.  Transcripción  de  créditos  que  certifique  que  el 
estudiante  ha  terminado  el  plan  de  estudios  de  Ciencias 
Básicas  de  una  escuela  de  medicina  que  esté  aceptada 
e inscrita  en  el  Tribunal.  La  institución  debe  remitir 
este  documento  directamente  al  Tribunal. 

3.  Un  original  del  certificado  de  nacimiento. 

4.  Un  certificado  de  buena  conducta  expedido  por  la 
Policía  de  Puerto  Rico  y del  lugar  donde  ha  residido 
los  últimos  cinco  años. 

5.  Un  giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  valor  de 
$50.00  (cincuenta  dólares). 

6.  Dos  retratos  recientes  tipo  pasaporte. 

Para  solicitar  la  segunda  y tercera  parte,  o para  tomar 
las  tres  partes  de  la  reválida  a la  vez,  se  requiere: 

1.  Evidencia  oficial  de  haber  completado  satisfactoria- 
mente todos  los  estudios  académicos  de  la  carrera  de 
medicina  en  alguna  Universidad  o Colegio  cuyo 
curso  de  estudios  esté  aceptado  y registrado  por  el 
Tribunal.  De  existir  materias  convalidadas  en  la 
transcripción  se  requerirá,  además,  una  transcrip- 
ción directa  de  la  universidad  donde  se  cursaron  estas 
materias. 

2.  Que  esta  evidencia  sea  enviada  directamente  por  la 
Institución  al  Tribunal  con  una  certificación  que 
especifique  que  el  estudiante  terminó  el  curso  y si  se 
otorgó  el  grado. 

3.  Que  el  estudiante  de  medicina  haya  cursado,  por  lo 
menos,  los  dos  últimos  años  del  currículo  oficial  de  la 
escuela  que  expide  la  certificación.* 

*E1  Tribunal  Examinador  no  aceptará  la  validez  de  un  diploma 
certificado  o título  si  la  escuela  excusó  al  participante  de  tomar 
cualquier  asignatura  incluido  en  el  curriculo  aceptado  y registrado  por 
el  tribunal. 
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Los  resultados  del  examen  se  notifican  generalmente 
dentro  de  un  período  de  seis  semanas.  Se  revisan  los 
exámenes  de  aquellos  candidatos  que  lo  soliciten  por 
escrito  dentro  de  los  90  días  a partir  del  recibo  de  los 
resultados.  Los  documentos  relativos  a exámenes  de 
reválida  se  destruyen  pasados  los  90  días  dentro  de  los 
cuales  se  podía  solicitar  una  revisión. 

A partir  de  la  primera  solicitud  hay  tres  oportunidades 
para  tomar  cada  una  de  las  partes  de  la  reválida.  Si  se 
fracasa  tres  veces  se  deberá  obtener  y aprobar  unos 
cursos  especiales  y prácticas  clínicas  en  una  escuela  o 
facilidad  reconocida  por  el  Tribunal  Examinador  antes 
de  que  se  brinde  una  cuarta  oportunidad.  Los  cursos 
guardaran  una  estrecha  relación  con  las  materias  en  que 
se  haya  fracasdo.  El  Tribunal  ofrecerá  una  quinta 
oportunidad  de  tomar  el  examen  solamente  cuando  el 
aspirante  haya  aprobado  los  cursos  mencionados  con 
una  calificación  de  por  lo  menos  85  por  ciento  de  la  califi- 
cación máxima  obtenible. 

Es  prudente  y recomendable  tomar  la  primera  parte  de 
la  revalida  poco  después  de  terminar  los  estudios  de  las 
Ciencias  Básicas  (los  2 ó 3 primeros  años  de  estudio).  Es 
claramente  beneficioso  para  el  que  estudia  en  el 
extranjero  que  antes  de  regresar  a Puerto  Rico  se  cerciore 
de  que  no  hay  impedimento  para  que  el  certificado  oficial 
que  indica  que  ha  terminado  los  estudios  sea  enviado  al 
Tribunal  Examinador  de  Médicos  a tiempo  para  su 
solicitud  a examen.  Mientras  este  certificado  no  sea 
recibido  por  el  Tribunal  será  imposible  solicitar  las  dos 
últimas  partes  de  la  reválida. 

Licencia 

Para  ejercer  libremente  la  Medicina  en  Puerto  Rico, 
cmo  médico  generalista  o especialista,  se  necesita  una 
LICENCIA  REGULAR  que  expide  el  Tribunal  Exami- 
nador de  Médicos  de  Puerto  Rico  después  de  haber 
terminado  por  los  menos  el  internado  y hecho  un  año  de 
servicio  público.  Antes  de  expedir  esta  licencia  el 
Tribunal  provee  LICENCIAS  PROVISIONALES  por  el 
término  de  un  año  que  permiten  hacer  el  internado  o 
residencia  y el  Servicio  Público  en  una  facilidad  médica 
asignada  por  el  Secretario  de  Salud. 

Para  obtener  del  Tribunal  la  LICENCIA  PROVI- 
SIONAL PARA  INTERNADO,  se  requiere  presentar  lo 
siguiente  en  adición  a los  documentos  ya  requeridos  para 
la  primera  parte  de  la  reválida: 

1.  El  resultado  de  la  primera  parte  de  la  reválida  o 
exámenes  equivalentes  (FLEX  o Parte  I de  “National 
Boards”). 

2.  Transcripción  de  créditos  de  la  Universidad  donde  el 
estudiante  cursó  sus  estudios  de  medicina. 

3.  Una  carta  de  aceptación  para  Internado  o Residencia 
de  un  hospital  acreditado  por  el  Tribunal  para  ese 
propósito,  si  es  un  hospital  privado,  o Certificación 
del  Director  de  Educación  Médica  del  Departamento 
de  Salud,  si  el  hospital  es  del  Estado.  Este  documento 
deberá  enviarse  por  correo  al  Tribunal. 

4.  Giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  el  valor  de 
$25.00  (veinticinco  dólares). 

5.  Certificado  de  Buena  Conducta  de  la  Policía. 


La  solicitud  de  la  LICENCIA  PROVISIONAL  PARA 
INTERNADO  debe  llegar  al  Tribunal  por  lo  menos  60 
días  antes  de  empezar  el  adiestramiento,  ya  que  sin 
licencia  no  se  permite  comenzarlo. 

Para  expedir  la  LICENCIA  PROVISIONAL  PARA 
EL  SERVICIO  PUBLICO,  el  Tribunal  requiere: 

1.  El  resultado  de  las  tres  partes  del  examen  de  reválida 
o exámenes  equivalentes. 

2.  Certificado  de  haber  completado  un  año  de 
internado. 

3.  Comunicación  del  Secretario  de  Salud  que  indique 
que  el  aspirante  ha  sido  asignado  al  Servicio  Público. 
La  misma  se  envía  directamente  al  Tribunal  desde  la 
Oficina  del  Secretario  de  Salud. 

4.  Giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  el  valor  de 
$25.00  (veinticinco  dólares). 

5.  Certificado  de  Buena  Conducta  de  la  Policía  de 
Puerto  Rico. 

Para  expedir  la  LICENCIA  REGULAR  (antes 
LICENCIA  PERMANENTE)  el  Tribunal  requiere: 

1.  Ser  mayor  de  edad  y ciudadano  de  los  Estados 
Unidos.  (Si  es  extranjero,  visa  de  residente  y declara- 
ción jurada  ante  notario  de  haber  residido  en  Puerto 
Rico  por  un  mínimo  de  seis  meses). 

2.  Poseer  un  diploma,  o un  título  de  médico-cirujano,  o 
un  certificado  de  haber  completado  satisfactoria- 
mente todos  los  estudios  académicos  de  la  carrera  de 
médico-cirujano,  que  haya  sido  expedido  por  alguna 
universidad  cuyo  curso  de  estudios  esté  aceptado  y 
registrado  por  el  Tribunal  Examinador  de  Médicos 
de  Puerto  Rico. 

3.  Certificación  acreditativa  de  haber  completado  un 
año  de  internado  y haber  cumplido  con  el  año  de 
Servicio  Público. 

4.  Certificado  de  Buena  Conducta  de  la  Policía  de 
Puerto  Rico  de  fecha  reciente. 

5.  Giro  bancario,  de  correo  o cheque  certificado  por 
$ 1 50  (cientocincuenta  dólares),  si  es  para  una  licencia 
con  examen  y de  $200  (doscientos  dólares)  si  es  para 
licencia  por  reciprocidad. 

Registro  de  Licencia 

Es  requisito  registrar  la  licencia  expedida  por  el 
Tribunal  Examinador  de  Médicos  en  el  Registro  de 
Profesionales  del  Departamento  de  Salud.  El  registro  de 
Profesionales  tiene  establecido  requisitos  y mecanismos 
necesarios  para  la  renovación  de  estas  licencias  cada  tres 
años  basándose  en  educación  médica  continua  y en  otras 
normas.  Los  estudios  postgraduados  se  reconocen  como 
educación.  Durante  los  años  de  internado  y residencia  no 
es  necesario  recopilar  evidencia  adicional  de  educación 
médica  continua. 

El  Servicio  Público 

Para  obtener  una  LICENCIA  REGULAR  para  ejercer 
la  medicina  libremente  en  Puerto  Rico  es  indispensable 
hacer  un  año  de  Servicio  Público.  Este  requisito  es 
adicional  al  requisito  de  internado  y a cualquier  período 
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de  estudios  post-graduados  que  el  aspirante  complete.  El 
Servicio  Público  pude  ser  en  un  hospital,  un  Centro  de 
Salud,  o en  una  agencia  médica  gubernamental,  estatal  o 
municipal.  La  asignación  es  hecha  por  el  Secretario  de 
Salud,  después  de  consultar  con  el  médico.  Para  el 
Servicio  Público,  como  para  el  Internado,  el  Tribunal 
extiende  una  LICENCIA  PROVISIONAL  indicando  el 
lugar  asignado  para  ejercer  la  profesión.  El  salario 
mensual  durante  el  año  de  Servicio  Público  es  el  de 
Médico  I (aproximádamente  $1,000.00),  para  el  Genera- 
lista,  y de  Médico  V (aproximadamente  $ 1 ,400.00)  para  el 
Especialista. 

Por  un  acuerdo  especial,  México  ha  reconocido 
nuestro  año  de  Servicio  Público  como  equivalente  a su 
requisito  de  Servicio  Social.  Por  tanto,  a partir  de  1979,  el 
egresado  de  México  puede  solicitar  el  examen  profesional 
que  este  país  ofrece  después  de  terminar  su  servicio 
público  en  Puerto  Rico.  De  aprobar  éste,  puede  entonces 
obtener  su  título.  En  la  República  Dominicana  y España 
no  hay  requisito  de  servicio  público  para  los  extranjeros. 


Tabla  II 


Plazas  aun  Vigentes  para  el  Primer  Año  Postgraduado 
en  Programas  Acreditados  por  el 

“Liaison  Committee  on  Graduate  Medical  Education”  (LCGME) 
del  1976  al  1986 


Plazas  Asignadas 

Hospitales 

1976 

1980 

1986 

Regional  de  Bayamón 

22 

35 

29 

Regional  de  Caguas 

22 

41 

30 

Centro  Médico  de  Mayagüez 

22 

30 

31 

Damas  de  Ponce 

10 

6 

14 

Distrito  de  Ponce 

20 

36 

38 

Universitario  de  Río  Piedras 

36 

70 

47 

Pediátrico  Universitario  de  Río  Piedras 

- 

- 

16 

Veteranos  de  Río  Piedras 

14 

19 

17 

Municipal  de  San  Juan,  Río  Piedras 

36 

43 

34 

La  Concepción,  San  Germán 

0 

0 

5 

Sub  Totales 

Programas  Especiales: 

182 

280 

260 

Psiquiatría 

Universidad  de  Puerto  Rico 
(Afiliado  al  Hospital  de  Veteranos) 

- 

6 

7 

Departamento  de  Salud 

Puerto  Rico  Institute  of  Psychiatry* 

6 

6 

6 

Psiquiatría  General 

8 

8 

10 

Psiquiatría  de  Niños 

2 

2 

3 

Medicina  de  Familia 

Universidad  de  Puerto  Rico 
(Región  Caguas) 

1 1 

10 

11 

Hospital  San  Pablo 

0 

0 

12 

Hospital  Dr.  Pila  de  Ponce 

0 

0 

4 

Fisiatría 

Hospital  de  Veteranos 

2 

2 

3 

Totales 

21 1 

314 

316 

•Es  requisito  tener  un  licencia  regular  para  estudiar  en  este  Instituto. 


Estipendios 

El  estipendio  para  internado  en  los  hospitales  del 
gobierno,  a partir  de  julio  de  1986,  es  de  $605.00 
mensuales.  A ésto  se  suman  subsidios  de  $280.00  por 
hospedaje  y comida  cuando  el  hospital  no  los  provee.  En 
los  hospitales  privados  esta  cifra  es,  por  lo  general,  un 
poco  mayor.  La  totalidad  de  este  estipendio  no  es 
tributable. 


Hospitales  Disponibles  para  Internado 

Hay  dieciocho  programas  acreditados  por  el  Comité  de 
Enlace  de  Educación  Médica  Graduada  y el  Tribunal 
Examinador  de  Médicos  autorizados  para  ofrecer  un 
internado  en  Puerto  Rico  (Tabla  2).  Del  1976  al  1986  el 
número  de  plazas  en  estos  internados  ha  aumentado  de 
21 1 a 316;  pero  debido  a la  creciente  demanda,  ya  no  hay 
plazas  para  acomodar  a todos  los  solicitantes  cualifi- 
cados. 

Hay  once  programas  de  internado  acreditados  por  el 
Tribunal  Examinador  de  Médicos,  pero  no  acreditados 
por  los  sistemas  acreditativos  norteamericanos  (Tabla  III). 
Estos  programas  son  de  variada  calidad,  y deben  ser 
sometidos  a un  cuidadoso  escrutinio.  Hay  nuevos 
programas  que  reciben  acreditación,  pero  los  programas 
más  débiles  están  perdiéndola.  El  número  de  plazas  ha 
aumentado  de  80  en  1976  a 149  en  el  1986.  Este  año 
sobraron  plazas  para  estos  internados  porque,  aunque 
los  egresados  de  escuelas  extranjeras  son  numerosos, 
muchos  no  han  superado  el  requisito  mínimo  de 
aprobar  la  primera  parte  de  la  reválida. 


Tabla  III 

Plazas  aun  Vigentes  para  el  Primer  Año  Postgraduado  en 
Programas  No  Acreditados  por  el  “Liaison  Committee 
on  Graduate  Medical  Education”  (LCGME) 
del  1979  al  1986 


Hospitales 

Plazas  Asignadas 

1976  1980  1986 

Sub-Regional  de  Aguadilla 

12 

20 

20 

Regional  de  Arecibo 

20 

22 

20 

Hermanos  Meléndez,  Bayamón 

- 

“ 

3 

Regional  de  Fajardo 

22 

22 

20 

Area  de  Guayama 

0 

20 

18 

Auxilio  Mutuo  de  Hato  Rey 

- 

11  + 

12 

Area  de  Humacao 

0 

20 

18 

Bella  Vista  de  Mayagüez 

0 

4 

5 

Municipal  de  Mayagüez 

6 

6 

6 

San  Martín,  Río  Piedras 

— 

~ 

3 

La  Concepción  de  San  Germán 

8 

6 

6 

Doctor's  de  Santurce 

~ 

0 

4 

San  Jorge  de  Santurce 

- 

3 

4 

Area  de  Yauco 

" 

“ 

10 

Totales 

68* 

134 

149 

♦Eran  un  total  de  ochenta  en  el  1976  pero  internados  en  el  Municipal  de 
Arecibo,  San  Carlos  de  Santurce  y San  Lucas  de  Ponce  fuerort 
de.scontinuados. 

+En  el  1980  el  programa  estaba  acreditado. 
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Val.  7H  Núm.  II 


Como  no  se  llega  a ejercer  la  medicina  en  Puerto  Rico 

A partir  del  1980  la  práctica  ilegal  de  la  medicina  se 
considera  un  delito  grave  con  pena  de  reclusión  por  un 
término  mínimo  de  dos  (2)  años  y un  máximo  de  cinco  (5) 
años.  En  caso  de  reincidencia  la  pena  mínima  será  de  tres 
(3)  años  y la  máxima  de  siete  y medio  (7  Vj)  años.  Toda 
persona  no  autorizada  por  el  Tribunal  Examinador  para 
practicar  medicina  se  considera  que  está  ejerciendo 
ilegalmente.  Solamente  a estudiantes  de  medicina 
matriculados  en  escuelas  de  medicina  debidamente  autori- 
zadas a funcionar  en  Puerto  Rico  se  les  permite  examinar 
seres  humanos,  ayudar  en  operaciones,  etc.,  bajo  la 
supervisión  personal  de  un  médico  autorizado.  El 
Tribunal  Examinador  puede  denegar  permanentemente 
una  licencia  para  practicar  medicina  por  estas  razones 
entre  otras: 

a.  Tratar  de  obtener  la  licencia  mediante  fraude  o 
engaño. 

b.  Haber  sido  convicto  de  practicar  ilegalmente 
cualquier  profesión  reglamentada. 

c.  Ser  adicto  a drogas  o ebrio  habitual 

d.  Haber  sido  convicto  de  delito  grave  o menos  grave 
que  implique  depravación  moral. 

e.  Demostrar  incompetencia  manifiesta  en  el  ejercicio 
de  la  profesión  o incurrir  en  conducta  no  profesional. 

Los  Artículos  18  y 21  adicionados  a la  ley  en  Junio 
1986  aumentan  el  riesgo  de  perder  la  licencia  para 
practicar  medicina.  Se  incluyen  aquí  partes  sustanciales 
de  ambos. 

Artículo  18  - “El  Comisionado  de  Seguros  de  Puerto 
Rico...  informará  al  Tribunal  Examinador  de  todo  caso 
finalmente  adjudicado  o transigido  judicial  o extraju- 
dicialmente  de  impericia  profesional...  Así  mismo  el 
Secretario  de  Salud  y toda  persona  que  tenga  a su  cargo 
un  programa  de  garantía  de  calidad  en  una  institución  o 
facilidad  de  Salud...”  deberá  notificar  al  Tribunal 
Examinador  hechos  constitutivos  de  ir.ipericia  médica. 

Artículo  2/  - (1)  “Cuando  el  Estado  Libre  Asociado  de 
Puerto  Rico  sea  demandado  o reciba  una  reclamación 
extrajudicial...  de  alegada  impericia  profesional  de  un 
médico...  el  Secretario  de  Salud...  notificará  de  ello  al 
Tribunal  y al  Comisionado  de  Seguros  de  Puerto  Rico...” 

(2)  “Cuando  un  Municipio  sea  demandado  o reciba  una 
reclamación  extrajudicial  por  una  actuación  profesional 
de  un  médico...  el  Alcalde  de  ese  Municipio  notificará  de 
ello  al  Tribunal  y a la  Administración  del  Fondo  de 
Compensación  al  Paciente...” 

(3)  “La  Administración  de  Tribunales  notificará  toda 
sentencia  contra  un  médico  y/o  contra  una  institución... 
en  que  se  haya  hecho  una  reclamación  por  culpa  o negli- 
gencia al  Tribunal  y al  Comisionado  de  Seguros...” 

(4)  “Toda  persona  que  radique...  una  demanda  contra 
un  médico,  una  institución  para  el  cuidado  de  salud,  el 
Estado  Libre  Asociado  de  Puerto  Rico  y/o  Municipio  en 
la  que  se  haga  una  reclamación  por  culpa  o negligencia  en 
la  prestación  de  servicios  médicos...  tendrá  que  notificar 
con  copia  de  la  demanda  al  Tribunal  y al  Comisionado  de 
Seguros  de  Puerto  Rico  al  momento  de  radicar  la 
demanda.” 


En  el  pasado,  estudiantes  y recién  graduados  han 
prestado  poca  atención  a los  aspectos  legales  de  practicar 
medicina.  Queremos  hacer  énfasis  en  el  riesgo  adicional 
que  en  estos  momentos  conlleva  el  ejercicio  de  nuestra 
profesión. 
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Manuel  Gómez,  Norman  Maldonado  y Mercedes  Cruz  Vidal,  en  la 
edición  final  de  este  manuscrito. 

Abstract:  We  have  gathered  Information  of  particular 

interest  to  students  of  medicine  and  recent  graduates  about 
the  law  that  regulates  the  practice  of  medicine  in  Puerto 
Rico.  The  ammendments  of  June  1986  are  included.  We  have 
also  reviewed  the  current  information  about  how  to  obtain 
the  examination  of  the  Puerto  Rico  Board  of  Medical 
Examiners,  and  the  new  requirements  to  obtain  the 
Provisional  Licenses  for  postgraduate  training  (internship 
and  residency),  for  the  compulsory  year  of  Government 
Service  and  for  the  Regular  License. 

We  have  compared  1976, 1980  and  1986  as  to  the  number 
of  internships  in  the  28  programs  available.  Even  though  the 
number  of  positions  for  the  first  postgraduate  year  has 
increased  in  the  last  ten  years,  it  is  quite  likely  that 
physicians  with  marginal  credentials  will  have  a difficult 
time  finding  a place  in  an  accredited  program.  Since  July 
1980  the  unauthorized  practice  of  medicine  is  considered  a 
serious  offense.  The  increasing  number  of  malpractice  suits 
and  the  recent  changes  in  the  law  have  made  the  practice  of 
medicine  in  Puerto  Rico  increasingly  risky. 
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There’s  never  been 
a better  time  for  her. . . 
and 

PREMARBM 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!"*  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREA/\AR1N‘ 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARBM® 

(Conjugated  Estrogens  Tablets) 


PREMARDM® 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 


0.625mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INEORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN’  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN'  Brand  ot  coniugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  ol  endomelrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinueo  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY, 

The  use  of  female  sex  hormones,  both  estrogehs  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  uterotodiethylstilbestrol,  anon-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  ol  limb  reduction  defects  in  infants  exposed  in  ulero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  ol  the  potential 
risks  to  the  fetus,  and  the  advisability  ot  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (coniugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  from  pregnant  mares’ 
urine  It  contains  estrone,  equilin,  and  17o-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradiol. 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0,3  mg,  0 625  mg,  0 9 
mg,  1 25  mg,  and  2,5  mg  strengths  of  coniugated  estrogens.  Cream  is  available  as  0,625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (aonormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae,  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labenng  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2.  Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5.  Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogehs  ih  certain  aniirral  species 
increases  the  frequency  of  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans,  (See  Boxed  Warning  .)  At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  beeh  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  cohsidered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  takeo  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  Influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  In  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII.  IX,  and  X;  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced  platelet  aggregability. 

c increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  free  T4  concentration  Is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  laundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance:  aggrava- 
tion of  porphyria:  edema:  changes  in  libido 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN’  Brand  ot  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 , 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis,  Female  castration— 1 25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  ol  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
Oh  ahd  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN’  Brand  of  conjugated  estrog^ens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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El  Psiquiatra  en  el  Hospital  General 

J.A.  Nuñez-López,  MD* 


La  función  del  psiquiatra  (en  parte  el  qué,  pero  mayor- 
mente el  cómo)  en  el  hospital  general  va  a depender, 
entre  otros  factores,  de  su  enfoque  terapéutico  predomi- 
nante, de  las  facilidades  existentes  en  dicho  hospital,  de  la 
prioridad  que  se  le  dé  a la  responsabilidad  académica  del 
hospital,  del  tipo  de  relación  contractual  de  trabajo,  de  la 
clientela  atendida,  del  nivel  de  integración  del  psiquiatra 
al  departamento  que  le  da  servicio  y de  cuán  integrado 
esté  el  hospital  a otros  niveles  de  servicio,  ejemplo, 
primarios  y terciarios  dentro  del  área  geográfica  de 
donde  proceden  sus  pacientes. 

De  aquí  que  es  importante  describir  algunas  de  las 
variables  más  determinantes  para  poder  medir  en  su  justa 
perspectiva  las  funciones  psiquiátricas  dentro  de  un 
sistema  de  servicios  hospitalarios  en  particular. 

Descripción  de  Hospital  y Sistema  de  Servicios  de  Salud 

He  estado  por  siete  años  ofreciendo  servicios  de 
consultoría  y liason  psiquiátrica  como  parte  de  un 
equipo  psicosocial  de  un  programa  de  adiestramiento  de 
medicina  interna  general  de  la  Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico.  Los  primeros  cinco  años  se 
brindó  servicios  de  consultoría  a residentes  de  medicina 
interna  a niveles  primarios  en  los  centros  de  salud  de 
Canóvanas  y Trujillo  Alto.  La  residencia  de  medicina 
interna  general  es  una  alternativa  adicional  a la  residen- 
cia tradicional  de  medicina  interna  que  incluye  una 
orientación  hacia  el  enfoque  biosocial,  la  medicina 
preventiva  y los  servicios  continuados  a los  pacientes  a 
través  de  los  tres  niveles  de  servicio  de  un  área  geográfica 
en  particular. 

Durante  los  últimos  dos  años  se  participó  en  el  desa- 
rrollo del  Departamento  de  Medicina  Interna  General 
del  Hospital  de  Area  de  Carolina  construido  con  fondos 
federales  para  dar  servicios  al  área  geográfica  de 
Carolina,  Trujillo  Alto,  Canóvanas  y Loíza.  Es  un 
Hospital  general  de  250  camas  de  las  cuales  se  utilizan 
156.  Está  localizado  a 15  millas  de  la  ciudad  capital,  San 
Juan.  Es  uno  de  los  hospitales  públicos  que  al  presente 
está  brindando  servicios  a pacientes  médico  indigentes  y 
privados  (65  y 35  por  ciento  respectivamente)  a través  de 
un  contrato  entre  el  Departamento  de  Salud  y una  corpo- 
ración de  servicios  privados  habiendo  delegado  el 
Departamento  de  Salud  la  responsabilidad  médico 
profesional  a la  Escuela  de  Medicina  de  Puerto  Rico.  El 
Hospital  fue  inaugurado  en  agosto  de  1983  y cuenta  con 
una  planta  física  moderna  de  seis  pisos  y un  sótano.  Está 
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equipado  para  ofrecer  servicios  de  pediatría,  obstetricia  y 
ginecología,  cirugía  general,  medicina,  patología,  aneste- 
siología  y otras  especialidades. 

El  Departamento  de  Medicina  Interna,  en  el  cual  el 
psiquiatra  actualmente  ocupa  una  posición  de  Profesor 
Asociado,  cuenta  con  una  facultad  de  14  médicos  que 
incluye  médicos  internistas,  neurólogos,  hematólogos, 
cardiológos,  inmunólogos,  endocrinólogos  y neumólogos 
todos  miembros  de  la  Facultad  de  la  Escuela  de 
Medicina.  Los  internistas  del  Departamento  rotan 
durante  dos  meses  al  año  como  supervisores  de  residentes 
de  medicina  interna  a nivel  primario  en  los  centros  de 
salud  de  Carolina  y Canóvanas.  El  Departamento  cuenta 
al  presente  con  43  camas  más  8 de  una  unidad  de  inten- 
sivo teniendo  en  los  últimos  meses  una  ocupación  de  105 
por  ciento.  Atiende  una  clientela  básicamente  de  un 
promedio  de  más  de  60  años,  50  por  ciento  médico 
indigente  y 50  por  ciento  privados.  Los  diagnósticos  más 
comunes  son  de  hipertensión,  diabetes,  asma  y condicio- 
nes cardíacas  descontroladas.  De  un  10  a un  12  por  ciento 
de  los  pacientes  tienen  condiciones  psicosociales  que 
primordialmente  determinan  la  condición  física  como 
alcoholismo,  tabaquismo,  obesidad,  adicción  a drogas, 
etc.  La  estadía  promedio  es  de  6.7  días  en  el  Departa- 
mento de  Medicina  y la  del  Hospital  una  de  4.4.  Este 
Departamento  es  el  único  en  Puerto  Rico  que  cuenta  con 
un  equipo  psicosocial  que  incluye  dos  psiquiatras,  dos 
trabajadores  sociales,  una  educadora  en  salud  y dos 
asistentes  de  salud  familiar.  Este  equipo  brinda  servicios 
de  adiestramiento  a 12  residentes  de  medicina  interna 
general  en  dos  centros  primarios  de  salud  y en  la  Sala  de 
Medicina  Interna  del  Hospital  de  Carolina  y la  clínica 
externa  de  dicho  Hospital. 

Funciones  del  Psiauíatra 

El  psiquiatra  ofrece  servicios  de  consultoría  y liason 
en  el  Departamento  de  Medicina  Interna  asistiendo  3 
mediodías  a la  semana  a las  actividades  de  la  sala  de 
hospitalizados,  pero  está  disponible  para  contestar 
consultas  en  24  horas  de  lunes  a viernes.  Ofrece  super- 
visión a residentes  y consultoría  en  el  Centro  de  Diagnós- 
tico y Tratamiento  de  Trujillo  Alto  dos  días  a la  semana. 
Ofrece  servicios  de  consultoría  a la  Clínica  Ambulatoria 
del  Hospital  de  Carolina  durante  un  día  semanal  y dedica 
medio  día  a funciones  administrativas  y actividades 
educativas  formales. 

Descripción  de  Actividades  de  un  Día  Rutinario  en  la 
Sala  de  Medicina  Interna  General 

El  psiquiatra  comienza  asistiendo  a la  presentación  de 
casos  que  fueron  admitidos  el  día  anterior  por  el  residente 
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de  guardia.  Participa  activamente  en  la  discusión  de 
dichos  casos  ayudando  a que  se  focalice  hacia  los  factores 
psicosociales  que  determinaron  la  condición  física  del 
paciente,  aquellos  que  están  interfiriendo  a que  el  trata- 
miento sea  aceptado  o llevado  a cabo  según  indicado. 
Igualmente  ayuda  a mantener  la  discusión  de  los  casos 
dentro  de  un  concepto  de  medicina  integral  donde  los 
factores  psicosociales  se  consideran  todo  el  tiempo  como 
posibles  agentes  predisponentes,  precipitantes  y perpe- 
tuantes de  la  condición  del  paciente.  Luego  acompaña  a 
los  residentes  y al  internista  a pasar  visitas  a los  pacientes 
y aquí  ayuda  activamente  a través  de  contactos  breves 
con  los  pacientes  a identificar  nuevamente  factores  psico- 
sociales contribuyendo  a la  condición  del  paciente  y 
ofrece  consultoría  en  el  momento  según  necesario  con  los 
pacientes  visitados.  Igualmente  ayuda  a que  se  determine 
la  necesidad  de  que  se  establezca  el  proceso  de  consul- 
toría psiquiátrica  y se  determinen  los  objetivos  especí- 
ficos de  dicha  consulta. 

Proceso  de  Consulta 

El  proceso  de  consulta  comienza  con  una  comunica- 
ción directa  con  el  residente  de  medicina  interna  para 
tratar  de  definir  el  objetivo  de  la  consulta  ya  que,  la 
mayoría  de  los  pacientes  tienen  una  estadía  menor  de 
siete  días.  Se  trata  de  que  la  consulta  sea  un  instrumento 
educativo  para  el  residente  y que  este  pueda  ver  la 
utilidad  práctica  de  la  intervención  del  psiquiatra.  Con 
frecuencia  se  revisan  los  aspectos  de  interrelación  de 
enfermedad  biológica  y social  del  paciente  utilizando  el 
expediente  e información  adicional  que  tenga  el  residente 
sobre  el  caso. 

El  psiquiatra  entrevista  al  paciente  y usualmente  a 
familiares  del  mismo  y luego  discuten  sus  hallazgos  con  el 
residente  y establece  un  plan  de  intervención  que  puede 
incluir  el  que  el  paciente,  una  vez  dado  de  alta,  se 
continúe  viendo  en  la  clínica  externa  del  Hospital  o a 
nivel  primario  en  el  Centro  de  Salud  de  Trujillo  Alto. 

El  psiquiatra  luego  pasa  a sus  consultas  en  la  clínica 
ambulatoria  donde  contesta  consultas  de  pacientes,  los 
cuales  han  sido  referidos  por  los  médicos  internistas 
generalistas  de  la  Clínica  de  Medicina  Interna  General 
Ambulatoria.  Se  llena  la  consulta  tratándose  de  lograr  los 
objetivos  del  residente  o el  internista  en  un  máximo  de 
dos  contactos.  Con  frecuencia  luego  de  llenar  la  consulta 
se  comparte  personalmente  con  el  internista  o el  residente 
el  resultado  de  la  misma. 

Consultas  más  frecuentes 

El  tipo  de  consulta  por  diagnóstico  que  se  solicitan  al 
psiquiatra  en  un  hospital  general  varían  dependiendo  de 
la  clientela  atendida,  de  los  intereses  particulares  de  la 
facultad  no  psiquiátrica,  y según  nuestra  experiencia,  en 
parte  de  cómo  se  vaya  capacitando  a la  facultad  para 
manejar  condiciones  psiquiátricas  agudas  breves  que 
aparecen  con  frecuencia  en  la  sala  general,  así  como  en 
intensivo. 

Durante  los  dos  primeros  años  de  servicios  como 
consultor  en  la  sala  de  Medicina  Interna  General  la 
mayoría  de  las  consultas  han  sido  de  pacientes  depre- 
sivos. El  objetivo  básico  es  determinar  el  nivel  de 


depresión,  dependiendo  del  caso,  poder  iniciar  el  trata- 
miento durante  su  hospitalización  y aclarar  hasta  donde 
determina  la  conducta  del  paciente  su  condición 
depresiva  vis  a vis  su  condición  orgánica.  El  próximo 
grupo  en  frecuencia  son  consultas  de  pacientes  en  los 
cuales  se  identifican  múltiples  factores  psicosociales 
determinando  su  condición  emocional  pero,  que  el 
residente  no  ha  podido  hacer  un  diagnóstico  psiquiátrico 
de  dicha  condición  y requiere  ayuda  para  determinar 
aquellos  factores  que  deben  ser  atendidos  durante  la 
breve  estadía  en  el  hospital  a nivel  del  médico  internista. 

Intentos  suicidas  para  tratar  de  determinar  el  nivel  de 
riesgo,  necesidad  de  precauciones  especiales  y el  poder 
motivar  para  continuar  tratamiento  una  vez  hayan  sido 
dados  de  alta,  constituye  el  tercer  grupo  en  frecuencia  de 
las  consultas  que  se  solicitan. 

Pacientes  envejecientes  con  cuadro  de  demencia  no 
severo,  en  el  cual  se  requiere  diferenciar  entre  demencia 
y pseudodemencia  o condición  iatrogénica  vs.  condición 
orgánica  previa  o combinación  de  estas  condiciones  son 
el  cuarto  grupo  en  frecuencia.  En  muchos  de  estos 
pacientes  su  condición  mental  está  determinando  la  fre- 
cuencia de  readmisiones  y el  objetivo  de  la  consulta,  en 
parte  es,  cómo  reducir  dicha  frecuencia  tratando  de 
manejar  a nivel  óptimo  la  condición  del  paciente.  Otro 
grupo  que  se  entrevista  con  relativa  frecuencia  es  el  de 
alcohólicos  y adictos  jóvenes  que  son  hospitalizados  con 
condiciones  físicas  secundarias  o concurrentes.  En  estos 
casos  el  motivo  primordial,  además  de  aclarar  el  diagnós- 
tico psiquiátrico  primario,  es  tratar  de  motivar  a los 
mismos  a continuar  tratamiento  para  su  condición 
psiquiátrica  una  vez  hayan  sido  dados  de  alta.  En  muchas 
ocasiones  se  espera  que  el  psiquiatra  pueda  envolver  a la 
familia  en  el  manejo  inicial  de  esta  condiciones.  Un 
último  grupo  que  se  consulta  con  cierta  frecuencia  son 
cuadro  bizarros  de  conducta  descontrolada  que  afecten  el 
ambiente  de  la  sala  y requieren  atención  urgente,  pero  el 
residente  no  tiene  claro  el  diagnóstico  para  poder 
determinar  en  forma  rápida  el  manejo  inmediato. 

Es  interesante  señalar  que  hay  unos  grupos  de  pacien- 
tes que  gradualmente  y según  se  ha  ido  adiestrando  al 
personal  ya  prácticamente  no  se  consultan,  entre  ellos 
están  tratorno  de  conversión  o disociativos  agudos 
llamados  por  nuestros  residentes  los  PRS’s  (“Puerto 
Rican  Syndrome”)  y los  brotes  psicóticos  reactivos 
breves  en  la  unidad  de  intensivo,  los  cuales  frecuente- 
mente manejan  sin  establecer  una  consulta.  Otros  casos 
que  no  consultan  son  envejecientes  con  cuadros  claros  de 
demencia  con  deterioro  y alcohólicos  crónicos  con 
deterioro  de  personalidad  y profundo  deterioro  de  su 
condición  física,  o con  cuadro  de  retirada  de  alcohol. 
Estos  últimos  dos  grupos  de  pacientes,  sin  embargo,  son 
referidos  con  frecuencia  al  trabajador  social  que  da 
servicios  en  la  sala. 

Otras  Funciones  del  Psiquiatra 

El  psiquiatra  asiste  a reuniones  del  equipo  psicosocial 
junto  al  Director  del  Programa  de  Medicina  Interna 
General.  En  estas  reuniones  el  psiquiatra  tiene  la  oportu- 
nidad de  que  se  incorporen  sus  experiencias  a nivel  de  la 
sala  de  medicina  interna,  la  clínica  ambulatoria  y el  nivel 
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primario;  en  la  revisión  continua  y diseño  de  currículo  y 
en  la  implantación  de  medidas  administrativas  dirigidas  a 
mejorar  los  servicios.  Igualmente,  el  psiquiatra  asesora  a 
los  residentes  de  tercer  año  en  el  desarrollo  de  su  proyecto 
de  investigación  aplicada  a la  práctica  y que  nos  ayude  a 
determinar,  identificar  y conocer  más  sobre  los  proble- 
mas más  comunes  de  tipo  psicosocial  que  atendemos  en  el 
Programa. 

El  psiquiatra  participa  activamente  en  el  diseño  de 
actividades  educativas  formales  a los  residentes,  en  entre- 
vista de  evaluación  y de  selección  de  nuevos  candidatos  a 
la  residencia,  y en  el  diseño  de  instrumentos  que  faciliten 
la  enseñanza  de  la  técnica  de  entrevista  y la  incorporación 
del  modelo  biopsicosocial  a la  práctica  de  la  medicina 
interna  general. 

Conclusiones 

Después  de  dos  años  de  experiencia  como  psiquiatra 
consultor  del  Programa  de  Medicina  Interna  General  y 
parte  de  un  equipo  psicosocial  podemos  llegar  a las 
siguientes  conclusiones  generales  en  términos  de  las 
funciones  del  psiquiatra  y su  utilización  por  la  facultad 
médica  y los  residentes  en  el  Hospital  General  de  Area  de 
Carolina. 

1.  Si  se  aumenta  la  disponibilidad  del  psiquiatra 
mediante  participación  a las  actividades  estructura- 
das de  la  sala  de  Medicina  Interna,  aumenta  el 
número  de  consultas.  En  nuestra  sala  de  Medicina 
Interna  General  con  un  máximo  de  43  pacientes  se 
pueden  producir  hasta  un  máximo  de  cinco  consultas 
semanales  cuando  el  psiquiatra  se  mantiene  consis- 
tentemente por  varias  semanas  participando  intensa- 
mente en  las  actividades  de  dicha  sala. 

2.  El  hecho  de  que  el  paciente,  una  vez  se  le  ha  ofrecido 
el  proceso  de  consulta  psiquiátrica,  se  pueda  seguir 
una  vez  dado  de  alta  del  hospital  a nivel  primario  o en 
las  clínicas  ambulatorias  de  nivel  secundario  resulta 
atractivo  como  experiencia  de  aprendizaje  tanto  para 
el  residente  como  para  el  psiquiatra. 

3.  Si  la  consulta  se  lleva  a cabo  con  una  discusión 
personal  con  el  residente  sobre  los  objetivos  de  la 
misma  y su  impresión  diagnóstica  y luego  se  pueden 
discutir  los  hallazgos,  el  valor  académico  es  apre- 
ciable y el  residente  aquiere  conocimientos  de  valor 
práctico  que  puede  generalizar  a otros  casos. 

4.  El  ser  el  psiquiatra  parte  de  la  facultad  del  Depar- 
tamento de  Medicina  Interna  a tiempo  completo 
permite  que  se  incorporen  sus  reacciones  y experien- 
cias en  el  diseño  del  currículo  y en  medidas  admi- 
nistrativas dirigidas  a mejorar  los  servicios  a todos 
los  pacientes.  Ejemplo,  el  participar  en  la  discusión 
de  la  presentación  de  estadísticas  en  donde  se  pre- 
senta el  perfil  de  los  pacientes  referidos  por  el  centro 
de  salud  para  admisión  en  el  hospital  ha  permitido 
identificar  pacientes  con  múltiples  admisiones  durante 
el  año.  Dicha  identificación  ha  facilitado  la  interven- 
ción del  equipo  psicosocial  en  el  proceso  del 
diagnóstico  de  los  factores  psicosociales  que  están 
perpetuando  la  conducta  del  paciente  y su  familia 
que  hace  necesaria  la  readmisión  de  dichos  pacientes. 


5.  Si  el  psiquiatra  consultor  es  parte  de  un  equipo  psico- 
social  que  incluya  trabajadores  sociales,  educadores 
en  salud,  técnicos  de  salud  familiar  se  amplía  signifi- 
cativamente la  efectividad  de  sus  intervenciones  ya 
que,  sabemos  que  muchos  de  los  pacientes  consulta- 
dos requieren  la  intervención  en  forma  de  equipo  de 
otros  profesionales  que  puedan  comunicarse  en 
forma  continua  sobre  el  manejo  del  paciente. 

Resumen:  El  psiquiatra  consultor  es  esencial  en  el 

hospital  general  en  particular  si  el  mismo  tiene  una 
orientación  académica  que  le  permita  lograr  la  incorpora- 
ción de  los  factores  biopsicosociales,  en  el  proceso  de 
evaluación,  diagnóstico  y manejo  de  los  pacientes  por  la 
facultad  y los  estudiantes  en  dicho  hospital. 
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¡Seguro  que  sí! 


Aumente  su  I.RA.  convi itíéndola  en 

Triple  üiLA. 


Gane  hasta 


10.25% 


de  rendimiento  efectivo 
anual  con  Triple  I.R.A. 
para  el  1985 


Triple  I.R.A.  tres  veces  exenta 


1.  Depósitos  exentos  de 
contribuciones  hasta  el 
máximo  permitido  por  ley. 

2.  Intereses  exentos  de 
contribuciones  para  que 
su  inversión  crezca  más 
rápido. 

3.  Al  cumplir  los  60  años, 
puede  retirar  su  dinero 
sin  pagar  contribuciones 
sobre  el  ingreso  exento 
generado. 


¡Con  Triple  I.RA.  de  Seguros  de 
Vida  Triple-S,  Inc.  usted  no  paga 
contribuciones,  ahora  ni  en  el 
futuro,  sobre  los  ingresos  exentos 
generadosi 

Abra  su  Triple  I.R.A. 
hoy  mismo 

Así  los  depósitos  deducidles 
de  su  planilla  del  1985  ganan 
hasta  10.25%  de  rendimiento 
efectivo  anual  por  los  próximos 
10  años. 


Transfiera  su  I.R.A. 
hoy  mismo 

Para  transferir  su  I.RA. 
a Seguros  de  Vida 
Triple-S,  Inc.  pase  por  nuestras 
oficinas  y uno  de  nuestros 
atentos  oficiales  le  orientará 
sobre  los  trámites. 

Obtenga  ventajas 
contributivas  que  aseguran 
su  futuro  abriendo  su 
Triple  I.RA.  de  Seguros 
de  Vida  Triple-S,  Inc. 


SEGUROS  DE  VIDA  TRIPLE-S,  INC. 

Para  más  información  llame  al  753-7550  y solicite  un  oficial  de  Seguros  de  Vida  Triple-S,  Inc. 
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Introduction 

Persons  65  years  and  older  comprise  12%  of  the  U.S. 
population  and  those  over  75  represent  its  fastest 
growing  segment.  Nutrition  problems  of  this  group  have 
come  to  national  attention  for  several  reasons.  Nutritio- 
nal status  surveys  of  the  elderly  have  shown  a low-to- 
moderate  prevalence  of  frank  nutrient  deficiencies  or  an 
increased  risk  of  deficiencies  in  institutionalized  and 
non-institutionalized  groups.  Nutritional  status  appears 
to  influence  the  age-related  rate  of  functional  decline  in  a 
wide  variety  of  organ  systems.  Nutrition  may  also  be  an 
important  factor  in  progressive  changes  in  body  compo- 
sition associated  with  aging,  such  as  the  loss  of  lean  body 
mass  and  bone  and  the  increase  in  adipose  tissue. 
Evidence  demonstrates  nutrition  is  linked  to  many 
chronic  diseases  afflicting  older  adults  and  the  elderly. 

There  is  now  increased  interest  in  diet,  and  nutrition  as 
a vital  component  of  the  health  care  delivery  system  for 
the  healthy  elderly.  The  need  to  assist  those  requiring 
specific  dietary  management  through  the  health  care 
delivery  system  and  to  identify  non-institutionalized 
population  groups  vulnerable  to  nutritional  deficiencies 
is  becoming  critical. 

RDA  for  the  Elderly 

The  current  Recommended  Dietary  Allowance  (RDA) 
provides  guidelines  for  assessing  the  intake  of  energy  and 
specified  nutrients  for  adults  up  to  age  50  and  for  5 1 years 
and  above.  However,  essentially  all  studies  on  nutrient 
requirements  have  been  carried  out  on  young  adults  and 
the  estimated  allowances  for  older  adults  and  the  elderly 
are  largely  based  on  extrapolation. 

The  current  RDA  provides  for  a downward  adjustment 
in  energy  allowance  with  age  but  protein  and  most 
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micronutrients  are  not  so  adjusted  and  are  maintained  at 
middle-aged  adult  levels.  Although  this  situation  has 
been  imposed  by  inadequate  data,  it  represents  a lack  of 
realism  to  assume  that  a 51  year  old  and  91  year  old  have 
similar  requirements.  This  is  a period  of  dynamic  change, 
in  which  nutrient  and  energy  requirements  between 
individuals  and  between  population  subgroups  become 
greatly  increased.  Among  factors  contributing  to  changes 
in  food  choices  and  increased  variability  in  nutrient 
absorption,  metabolism  and  utilization  are:  a)  social 
circumstances,  including  isolation  and  physical  activity 
levels;  b)  differences  in  severity  and  rates  of  decline  of 
body  functions,  particularly  of  the  gastrointestinal  tract 
and  senses  of  smell  and  taste;  c)  precence  of  chronic, 
degenerative  diseases;  and,  d)  drug-and  alcohol-induced 
nutrient  deficiencies. 

Decreasing  energy  intake  with  advancing  age  has 
important  implications  for  the  diet  in  terms  of  protein, 
vitamins  and  minerals.  Allowances  for  these  nutrients 
assume  levels  of  overall  energy  intake  considerably 
exceeding  the  amounts  of  foods  the  elderly  actually 
consume.  Dietary  quality  becomes  difficult  to  assure 
when  overall  energy  intake  is  low  and  requires  a careful 
selection  of  nutrient-dense  foods.  Energy  intake  decreases 
more  rapidly  in  the  very  old  due  to  the  disabilities  that 
limit  physical  activity. 

Although  evidence  is  accumulating  that  some  nutient 
requirements  may  be  altered  for  the  elderly,  many  are 
already  resorting  to  self-prescribed  vitamin  and  mineral 
supplement  use.  However,  despite  the  30%-70%  preva- 
lence of  nutrient  supplementation  among  the  elderly,  the 
selection  of  such  supplements  often  appears  irrational 
and  inapropriate  to  real  needs. 

Nutritional  Surveys  of  the  Elderly 

Despite  recognized  risks  of  malnutrition  in  the  elderly, 
nutrition  surveys  of  this  population  have  been  of  very 
limited  scope,  infrequently  included  individuals  over  the 
age  of  75  years  and  used  varying  standards  of  comparison 
in  presenting  the  frequencies  of  nutrient  deficiencies. 
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Survey  estimates  of  energy  and  nutrient  intake  are  subject 
to  many  errors,  e.g.,  nonstandardized  methods,  errors  in 
estimate  of  consumption,  errors  in  food  table  analytical 
values  and  errors  in  assumptions  about  bioavailability  of 
nutrients.  Nutritional  surveillance  should,  but  often  does 
not,  include  measurements  of  nutrient  levels  in  blood 
plasma  and  blood  cells.  The  use  of  nutrient  supplements 
and  medications  have  frequently  been  excluded  from 
surveys,  although  these  factors  significantly  affect 
nutritional  status. 

Although  the  heterogeneity  of  the  elderly  renders  it 
difficult  to  ascertain  and  make  generalizations  about 
their  dietary  needs  and  nutritional  status,  surveys  have 
revealed  that  substantial  numbers  are  seriously  lacking  in 
particular  nutrients.'  In  some  studies,  over  half  the 
respondents  failed  to  meet  the  recommended  level  of 
calories  and  two-thirds  had  less  than  adquate  calcium 
intakes.  Many  older  individuals  eat  few  fruits  and 
vegetables,  particularly  vitamin  A-  and  vitamin  C-rich 
varieties.  Despite  the  widespread  use  of  enriched  breads 
and  cereals,  low  intakes  of  the  B-complex  vitamins  are 
common  in  the  aged. 

Surveys  of  the  elderly  have  frequently  documented  low 
biochemical  indices  for  vitamins  Bj,  B,2,  C,  D,  folate, 
thiamine,  riboflavin  and  the  minerals  calcium,  iron  and 
magnesium  for  healthy  adults  age  65  and  over.  However, 
it  should  be  noted  that,  like  nutrient  intake  data,  the 
criteria  for  adequacy  of  nutritional  biochemistry  values 
are  based  upon  ranges  accepted  for  younger  adults;  that 
biochemical  norms  for  the  elderly  may  be  different  from 
younger  groups  have  been  demonstrated  with  standard 
hematologic,  glucose  tolerance  and  plasma  albumin 
tests. 

Vitamin  Requirements 

Vitamin  A.  Nutritional  status  surveys  indicate  41%- 
65%  of  the  general  elderly  population  and  12%  of  one 
affluent  Caucasian  subgroup  have  total  vitamin  A 
intakes  substantially  below  RDA  levels.^  Nonetheless,  a 
few  elderly  have  signs  of  biochemical  deficiency; 
typically,  liver  stores  are  maintained  throughout  life.^ 
Due  to  an  apparent  age-related  increase  in  vitamin  A 
absoption  and  the  prevalence  of  supplement  use  among 
the  elderly,  hypervitaminosis  A may  pose  more  of  a 
problem  than  vitamin  A deficiency. 

Vitamin  D.  Daily  total  intake  of  vitamin  D among  the 
healthy,  free-living  elderly  is  usually  quite  low  with  62%- 
74%  consuming  less  than  two-thirds  of  the  RDA."* 
Moreover,  lack  of  sun  exposure  and  an  age-related 
impairment  of  vitamin  D synthesis  in  skin  and  kidney 
contribute  to  reduce  vitamin  D nutriture  in  the  elderly.^ 
While  the  use  of  vitamin  D supplements  is  not  generally 
advised,  due  to  its  potential  for  toxicity,  it  has  been 
suggested  that  for  housebound  or  institutionalized 
elderly  a combination  of  low  level  supplementation  (400 
I.U.  daily)  and  increased  sunlight  exposure  whenever 
possible  may  improve  their  vitamin  D status. 

Vitamin  E.  There  is  little  evidence  of  a vitamin  E 
deficiency  problem  among  the  elderly.  Platelet  vitamin  E 
concentrations  decline  but  total  plasma  vitamin  E levels 
increase  with  age  as  a result  of  th  elevation  of  beta  lipo- 


protein with  which  the  majority  of  the  vitamin 
circulates.* 

Vitamin  C.  Total  vitamin  C intake  generally  declines 
with  age,  although  several  recent  reports  indicate 
inadequate  consumption  is  now  low.’  Studies  demons- 
trate an  inverse  correlation  between  age  and  ascorbate 
levels  of  whole  blood,  plasma  and  leukocytes.*  While 
there  is  little  evidence  for  altered  vitamin  C requirements 
with  age,  markedly  higher  intakes  are  required  in  the 
elderly  to  achieve  saturation  levels  in  blood  and 
leukocytes.  Vitamin  C supplements  have  not  been  shown 
to  decrease  morbidity  or  mortality,  however. 

Vitamin  B^.  Inadequate  vitamin  Bg  intake  ranges  from 
50%-90%  among  the  elderly  population.’  Fasting  plasma 
and  serum  pyridoxal  phosphate  levels  decrease  with  age. 
Among  the  elderly,  clinical  evidence  (increased  preva- 
lence of  carpal  tunnel  syndrome)  and  biochemical  indices 
(reduced  transaminase  activities  and  tryptophan  cata- 
bolism) suggest  an  altered  vitamin  Bg  metabolism  which 
could  result  in  a higher  requirement  for  the  vitamin.'® 

Folate.  Folate  intake  data  in  the  elderly  are  scanty  but 
indicate  over  70%-80%  consume  less  than  three-fourths 
of  the  RDA."  However,  there  is  evidence  in  the  elderly 
that  folate  intakes  below  the  RDA  may  be  adequate  for 
normal  folate  nutriture  as  assessed  by  biochemical 
methods. The  RDA  for  folate  may  be  higher  than  neces- 
sary to  prevent  deficiency. 

Thiamine.  There  is  a wide  variability  of  low  thiamine 
intakes  (0%-47%)  and  low  biochemical  indices  of 
thiamine  status  (0%-15%)  of  the  population  among  the 
elderly.'*  Race  and  economic  status  are  strongly  asso- 
ciated with  thiamine  as  well  as  niacin  and  riboflavin 
intake — the  lowest  intakes  are  found  among  black, 
elderly  males  with  incomes  below  the  poverty  level.  While 
allowances  for  vitamin  B,  are  reduced  with  age  due  to  a 
reduction  in  caloric  intake,  some  surveys  report  a third  of 
the  elderly  consume  substantially  less  than  0.5  mg/1000 
Kcal.  Data  conflict  on  whether  age  influences  thiamine 
absorption  from  the  gastrointestinal  tract. 

Riboflavin.  There  is  a wide  spectrum  of  riboflavin 
intakes  among  the  elderly  with  0%-36%  reported  to  have 
intakes  below  two-thirds  of  the  RDA.'^  There  is  a 
tendency  toward  lower  mean  erythrocyte  glutathione 
reductase  activity  coefficients  (EGR-AC)  with  age 
independent  of  riboflavin  intake  and  sex,  which  might 
indicate  lower  metabolic  vitamin  Bj  requirements  in  the 
aged,  due  to  lower  energy  and  protein  intakes  or  other 
age-related  changes  in  the  absorption  and/or  metabolism 
of  the  vitamin.'*  Using  EGRAC  as  an  index  of  riboflavin 
nutriture,  0%-28%  of  healthy  elderly  have  been  found 
deficient  with  a greater  prevalence  noted  among  geriatric 
patients. 

Niacin.  Niacin  intakes  of  less  than  two  thirds  of  the 
RDA  range  from  0%-53%  of  surveyed  elderly  depending 
on  race  and  income.'*  The  prevalence  of  abnormal  N- 
methylnicotinamide  excretion  in  urine  increases  with  age 
and  sickness  and  has  been  reported  in  l%-50%  of  hetero- 
geneous elderly  population  samples. 

Vitamin  B,2.  Vitamin  B12  intakes  of  free-living,  healthy 
elderly  vary  widely  with  intakes  below  three-fourths  of 
the  RDA  in  0%-39%  of  the  population.  There  is  an  age- 
related  tendency  for  a decline  in  serum  cobalamin  levels 
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within  the  normal  range  possibly  due  to  undetected  cases 
of  pernicious  anemia  and/or  atrophic  gastritis  with 
vitamin  B,2  malabsorption.” 

Mineral  Requirements 

Calcium.  Calcium  intake  and  intestinal  absorption  are 
markedly  reduced  in  the  elderly.  Strong  evidence 
supports  a positive  effect  of  calcium  intake  on  bone 
health.  A National  Institutes  of  Health  (NIH)  Consensus 
Conference  recommended  daily  calcium  intakes  of 
1000  mg  in  premenopausal  and  estrogen-treated  post- 
menopausal women  and  1500  mg  in  estrogen-deprived 
postmenopausal  women.” 

Chromium.  Body  stores  of  chromium  decline  with 
aging  but  whether  this  is  due  to  suboptimal  intake  or  an 
age-related  defect  in  chromium  metabolism  is  not 
known.”  It  has  been  suggested,  but  not  established,  that 
poor  chromium  status  in  the  elderly  is  related  to  their 
reduced  glucose  tolerance. 

Copper.  Serum  copper  and  ceruloplasmin  concentra- 
tions increase  with  age.”  It  has  been  postulated  that 
increased  copper  might  enhance  the  rate  of  aging  by 
serving  as  a catalyst  of  free  radical  reactions. 

Zinc.  Zinc  intake  declines  with  advancing  age,  often  to 
7-8  mg  daily,  and  intestinal  absorption  is  decreased  in 
those  over  65  years. Clinical  evidence  suggesting 
marginal  zinc  deficiency  in  the  elderly  include  decreased 
taste  acuity,  mental  lethargy  and  slow  wound  healing. 

Summary 

Low  dietary  intakes  account  for  much  of  the  poor 
vitamin/mineral  nutriture  reported  among  various 
elderly  groups.  Despite  many  problems  in  assessing  their 
nutritional  status,  including  absence  of  adequate  age- 
adjusted  anthropometric,  biochemical  and  clinical 
standards,  it  appears  the  1980  RDA  for  many  nutrients 
are  appropriate  to  apply  to  the  healthy  elderly.  RDA  for 
vitamin  A and  folate  may  be  higher  than  necessary  to 
prevent  deficiency  and  RDA  for  vitamins  Bg  and  D and 
calcium  may  be  too  low  due  to  age-related  changes  in 
their  metabolism.  Not  enough  information  is  available  to 
make  a judgement  on  the  adequacy  of  dietary  intakes  for 
vitamins  K,  niacin,  biotin  and  pantothenic  acid  by  the 
elderly. 

Little  is  known  concerning  age  effects  on  trace  mineral 
metabolism.  Marginal  zinc  and  chromium  deficiencies 
may  be  related  to  certain  signs  and  symptoms  associated 
with  old  age.  While  many  non-nutritional  factors  are 
important  to  bone  health,  strong  evidence  suggests  it  is 
appropriate  to  recommend  higher  calcium  intakes, 
especially  to  women. 

Recent  studies  indicate  that  the  diets  of  elderly  may  be 
providing  more  than  adequate  protein  despite  their 
reduced  energy  drive,  resulting  in  lower  protein  intakes 
than  seen  in  younger  adults. 

Keep  in  mind  that  a multitude  of  non-nutritional 
factors,  including  genetics,  physical  activity  and  medica- 
tions, can  influence  dietary  intakes  and  nutrient 
utilization  and  jeopardize  beneficial  effects  of  essential 
nutrients  on  health.  Thus  diet  and  nutrient  supplements 
should  be  looked  at  carefully  on  individual  basis. 


This  discussion  is  based  largely  on  the  concept  that 
nutritional  requirements  for  the  elderly  should  be 
adjusted  to  observed  age-associated  changes  in  body 
composition  and  physiologic  function.  Contributions 
from  current  research  efforts  in  nutrition  and  aging 
should  allow  for  the  determination  of  optimal  body 
composition  and  levels  of  function  for  different  age 
groups  so  that  nutrient  intakes  may  be  designed  to 
achieve  these  criteria  and  reduce  the  risk  of  developing 
age-dependent  diseases  and  disorders. 
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Some  People 

Commit  Child  Abuse  Before 
Their  Child  is  Even  Born. 


According  to  the  surgeon  general,  smoking  by  a pregnant 
woman  may  result  in  a child’s  premature  birth,  low  birth 
weight  and  fetal  injury.  If  that’s  not  child  abuse,  then  what  is? 

AMERICAN 
^>CANCER 
f SOCIETY* 


■ -■L-.í.St 


Moh’índOOrf^ 

ibuprofen 


55>3^ 


How  many  times  have  we  thought  this  about  a loved 
one  who  isn’t  performing  up  to  our  expectations. 

We  see  their  depression  as  a bad  attitude.  Misread 
their  self-centeredness  as  a personality  problem.  Believe 
their  inability  to  cope  with  daily  activities  is  laziness. 

But  sometimes  inappropriate  behavior  may  be  a 
warning  sign  of  something  more  serious.  A mental  illness. 

Mental  illness  is  a medical  illness— not  a personal 
weakness.  And  learning  to  recognize  its  warning  signs  can 
be  the  first  step  to  healing  the  sickness. 

Learn  more.  For  an  informative  booklet,  write: 

The  American  Mental  Health  Fund,  P.O.  Box  17700, 
Washington,  D.C.  20041.  Or  call  toll  free:  1-800-433-5959. 
In  Illinois,  call:  1-800-826-2336. 


Learn  to  see  the  sickness.  Learning  is  the  key  to  healing. 


THE  AMERICAN  MENTAL  HEALTH  FUND 


CARTAS  AL  EDITOR 


Heart-Lung 

Reflexiones  Sobre 

Transplantation 

La  Anestesiología 

The  August  1986  issue  of  the  Boletín  includes  an  article 
entitled  “Combined  Heart-Lung  Transplantation:  A 
Review”.  It  is  authored  by  Drs.  Sharman  and  Toledo- 
Pereyra. 

In  it,  the  pioneering  days  of  that  type  of  transplan- 
tation are  remembered,  making  use  of  properly  recorded 
achievements.  It  is  not  surprising  to  me  that  no  reference 
is  made  to  what  was  accomplished  during  the  1950 
decade  in  the  Laboratory  of  Experimental  Surgery 
directed  by  Dr.  Francisco  Raffucci  and  located  on  the 
grounds  of  the  School  of  Tropical  Medicine. 

I say  it  is  not  surprising  because  not  much  of  their  work 
was  published  although  it  was  also  pioneering.  Just  for 
the  sake  of  recalling  what  was  achieved  in  Puerto  Rico  at 
that  time,  may  I point  out  that  Dr.  David  Rodriguez- 
Pérez  was  successful  in  performing  a heart-lung 
transplantation  in  a dog  that  survived  for  a longer  period 
of  time  than  any  of  the  ones  published  during  that 
decade.  I feefsure  that  if  anyone  would  like  to  delve  into 
further  details.  Dr.  Rodriguez- Pérez  would  take  pleasure 
in  remembering  what  they  accomplished,  though  unpu- 
blished, with  cardiovascular  surgery  in  those  pioneering 
days. 

José  M.  Torres-Gómez,  MD,  FACP,  FACC 


El  Departamento  de  Anestesiología  es  una  piedra 
angular  en  cualquier  Hospital  moderno  interesado  en 
ofrecerle  a los  pacientes  calidad  en  los  servicios  médicos. 
Un  Departamento  de  Anestesiología  compuesto  y 
dirigido  por  anestesiólogos  competentes  y cualificados 
ofrece  garantías  de  seguridad  para  los  pacientes  que 
requieren  estos  servicios  en  la  Sala  de  Operaciones. 
Además  los  servicios  especializados  de  estos  médicos 
anestesiólogos  juegan  un  papel  muy  importante  en  otras 
áreas  fuera  de  la  Sala  de  Operaciones  que  permite  un 
mejor  cuidado  médico  total  que  reciben  los  pacientes 
hospitalizados,  e.g.  Sala  de  Emergencia,  Intensivo, 
Coronaria,  Obstetricia  y pacientes  con  problemas 
respiratorios  y dolor  crónico  o intratable. 

El  Departamento  de  Anestesia  no  admite  pacientes  al 
Hospital  pero  un  servicio  de  anestesiología  de  excelencia 
atrae  más  pacientes  y más  cirujanos  e internistas  y 
pedíatras  que  a su  vez,  traen  más  pacientes  al  Hospital 
que  ofrece  ese  mejor  servicio  médico. 

Cirujanos  cualificados  hay  muchos,  anestesiólogos 
competentes  y cualificados  están  escasos. 

Por  razones  económicas  y de  prestigio  profesional, 
más  médicos  jóvenes  escogen  cirugía  y medicina  y sus 
especialidades  y más  difícil  se  hace  el  reclutamiento  de 
médicos  competentes  para  especialidades  claves  como 
anestesiología.  En  vez  de  agravar  esta  situación  y consi- 
derando la  importancia  de  mantener  calidad  en  los 
servicios  médicos  y hospitalarios,  todo  médico  y/o 
administrador  de  Hospitales  debe  propiciar  medidas  que 
haga  atractiva  la  especialidad  de  anestesiología  para  los 
médicos  jóvenes  y así  evitar  una  crisis  de  recursos 
humanos  competentes  de  anestesiología  en  el  futuro. 

¡Así  estaríamos  ayudando  a mantener  calidad  en  los 
servicios  médicos  del  futuro! 

Miguel  Colón  Morales,  MD 

Director,  Departamento  de  Anestesiología 

Hospital  del  Maestro,  Hato  Rey,  P.R. 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 

ARMY/ARMY  RESERVE  MEDICINE 
FEDERALOFFICE  BLD. 

ROOM  919,  BOX  63 
51  S.W.  1st.  AVE. 

MIAMI,  FL.  33130 
CALL  COLLECT:  (305)  358-6489 


ARMY.  ARMY  RESERVE.  BEALLYOUCANBE 


SOCIOS  NUEVOS 


ACTIVOS 

Alvarado  Rivera,  Doris  G MD  - Universidad  Central  del 
Caribe,  Cayey,  1981,  Pediatría.  Ejerce  en  Caguas. 

Arias  Benabe,  Claudio  MD  - Universidad  de  Puerto 
Rico,  1979,  Pediatría.  Ejerce  en  Naranjito. 

Cruz  Cruz,  Luis  Manuel  MD  - Universidad  de  Puerto 
Rico,  1981,  Oftalmología.  Ejerce  en  Mayagüez. 

Gándara  de  Navarro,  María  Teresa  MD  - Escuela  de 
Medicina  de  la  Universidad  de  Santiago  de  Compostela, 
España,  1971,  Psiquiatría  de  Niños.  Ejerce  en  Isla  Verde. 

García  Jiménez,  José  J MD  - Escuela  de  Medicina  San 
Juan  Bautista,  Hato  Rey,  1980,  Cardiología.  Ejerce  en 
Mayagüez. 

Olivencia  Rabell,  Humberto  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1977,  Medicina  Interna.  Ejerce  en  Mayagüez. 


Pérez  Cardona,  Carlos  V MD  - Universidad  de  Puerto 
Rico,  1980,  Ortopedia.  Ejerce  en  Mayagüez. 

Taboas  Pérez,  Eduardo  P MD  - Universidad  de  Puerto 
Rico,  1982,  Oftalmología.  Ejerce  en  Hato  Rey. 

INTERNO-RESIDENTE 

Román  Cario,  Rosa  Isabel  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1984, 
Medicina  Interna,  Mayagüez. 

REINGRESOS-ACTIVOS 

Díaz  Martínez,  José  MD  - Escuela  de  Medicina  Universidad 
Autónoma  de  Santo  Domingo,  República  Dominicana, 
1962,  Medicina  General.  Ejerce  en  Hormigueros. 

Felipe  Hernández,  Diógenes  A.  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana,  1969,  Anestesiología.  Ejerce  en  Vega  Baja. 


IHISYEAR 
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Great  American  Smokeout-  Nov.20 
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THE  nth  CARIBBEAN  SYMPOSIUM  IN 
ANESTHESIOLOGY  AND  RELATED  FIELDS 


CENTRAL  THEME 


Sajetif  and  ike 


DECEMBER  3-7,  1986 

CARIBE  HILTON  HOTEL 

SAN  JUAN,  PUERTO  RICO 


CARIBBEAN  LECTURE 
Henrik  H.  Bendixen,  M.D. 
“SAFETY  IN  ANESTHESIA” 


John  Abajian,  M.D. 

Karlis  Adamsons,  M.D. 
Jeffrey  L.  Apfelbaum,  M.D 
Henrik  H.  Bendixen,  M.D. 
Albert  Betcher,  M.D. 
Edward  A.  Brunner,  M.D. 
Christopher  Bryan-Brown, 
James  B.  Eisenkraft,  M.D. 
Miguel  Figueroa,  Jr.,  M.D. 
Elizabeth  A.M.  Frost,  M.D 


FACULTY 

Thomas  Joyce,  M.D. 
Surinder  K.  Kallar,  M.D. 
Jerrold  H.  Levy,  M.D. 
Richard  B.  Lilly,  Jr.,  M.D. 
David  E.  Longnecker,  M.D. 
Linda  Stehling,  M.D. 

M.D.  Bernard  V.  Wetchler,  M.D. 
Paul  F.  White,  M.D. 

John  A.  Youngberg,  M.D. 
Howard  L.  Zauder,  M.D. 


PUERTO  RICO 


Symposium  Dedicated  to: 

Nydia  De  Jesús-González,  M.D. 

Dean  School  of  Medicine 
University  of  Puerto  Rico 


DONT  MISS  IT! 

TELL  YOUR  FRIENDS 


20  C.M.E.  CREDIT  HOURS 


FOR  MORE  INFORMATION  WRITE; 
Miguel  Colón-Morales.  M.D. 

G P 0 Box  4547 

San  Juan,  Puerto  Rico  00936-4547 

— (809)  758-9200  

(Ms.  Jemail) 


AMERICAN  COLLEGE 

OF  PHYSICIANS 

AMERICAN  COLLEGE  OF  PHYSICIANS 
REVIEWS  METHODS  TO  STOP  SMOKING 


The  reported  effectiveness  of  six  major  smoking 
cessation  methods  is  examined  in  a statement  by  the 
American  College  of  Physicians  (ACP),  the  nation’s 
largest  medical  specialty  society.  The  discussion  of  drug 
therapy,  behavior  modification,  educational  and  com- 
mercial programs,  hypnosis,  acupunture,  and  multiple 
risk  factor  reduction  programs  appears  in  the  August 
Annals  of  Internal  Medicine.  This  paper  will  be  useful  to 
physicians  because  many  smokers — perhaps  ten  percent 
of  all  who  try  to  quit — seek  advice  and  assistance  from 
their  physicians  when  attempting  to  stop  smoking 
cigarettes. 

Although  ACP  cannot  recommend  one  method  over 
another  since  statistically  valid  data  comparing  these 
methods  are  not  available,  ACP  urges  physicians  to 
counsel  patients  to  quit  smoking,  provide  patients  with 
practical  advice  and  educational  materials,  refer  them  to 
specific  smoking  cessation  methods  or  programs  within 
their  communities,  and  act  as  role  models. 

“Physicians  must  realize  that  nicotine  is  a powerfully 
addicting  drug,  six  to  eight  times  more  addictive  than 
alcohol,”  says  John  R.  Ball,  MD,  JD,  FACP,  Executive 
Vice  President  of  ACP.  When  withdrawing  from 
nicotine,  individuals  experience  irritability,  anxiety,  and 
restlessness  as  well  as  a craving  for  tobacco,  which 
subsides  over  a period  of  days  to  weeks.  Other  temporary 
symptoms  of  nicotine  withdrawal  include  drowsiness, 
headaches,  increased  appjetide,  sleep  disturbances  (insomnia), 
and  gastrointestinal  complaints.  Any  smoking  cessation 
program  that  is  used  must  help  the  patient  overcome  the 
habit  of  smoking  and  alleviate  the  intense  withdrawal 
symptoms.  Interestingly,  according  to  the  statement, 
craving  for  cigarettes  often  increases  in  the  evening  and 
subsides  in  the  morning  and  — unlike  withdrawal  from 
opioids — cutting  down  gradually  may  extend  the 
withdrawal  symptoms. 


Because  many  patients  do  not  want  to  stop  smoking 
for  fear  gaining  weight,  the  College  recommends  that 
physicians  advise  patients  about  food  consumption  and 
emphasize  the  need  to  engage  in  other  activities  that 
enhance  health,  such  as  an  exercise  program,  while 
attempting  to  quit  smoking.  “The  key  element  to  any 
sucessful  smoking  cessation  program  is  consistent 
education,”  says  Dr.  Ball.  “We  must  constantly  remind 
our  patients  that  smoking  causes  about  300,000  deaths 
each  year,  including  75  percent  of  all  deaths  from  chronic 
lung  disease,  and  that  smoking  is  a major  cause  of  heart 
attacks.  By  quitting  smoking,  people  immediately 
improve  their  chances  of  living  longer,  healthier  lives.” 

To  “Kick  the  habit,”  says  ACP,  an  individual  must 
first  be  motivated  to  quit.  This  can  be  accomplished  by 
increasing  the  person’s  awareness  of  the  deleterious 
health  effects  of  smoking  and  emphasizing  the  benefits  of 
stopping:  increased  life  expectancy,  normal  taste  and 
smell,  decreased  blood  pressure,  and  elimination  of  the 
annoying  “smoker’s  cough”.  The  College  also  encour- 
ages the  operators  and  proponents  of  smoking  cessation 
programs  to  accumulate  scientific  data  documenting  the 
validity  of  their  methods  so  that  these  programs  can  be 
reimbursed  by  third-party  payors.  According  to  Dr.  Ball, 
“Third-party  reimbursement  should  be  available  to 
encourage  individuals  to  try  various  methods  to  stop 
smoking.” 

Initiated  in  the  1950s,  smoking  cessation  programs 
first  used  drug  therapy  with  lobeline  sulphate.  However, 
this  drug  was  no  more  effective  than  a placebo  as  it  could 
not  mimic  the  full  range  of  nicotine’s  pharmacologic 
actions.  Nicotine  gum,  which  was  approved  in  1985  by 
the  Food  and  Drug  Administration  (FDA),  may  prove 
useful  as  an  aid  to  overcoming  nicotine’s  withdrawal 
symptoms  when  used  in  conjunction  with  other  therapies, 
especially  education.  However,  there  still  are  some 
unanswered  questions  about  its  long-term  safety  and 
optimal  protocols  for  its  dose,  duration,  and  gradual 
withdrawal.  In  studies  of  the  effectiveness  of  drug 
therapy,  researchers  concluded  that  education  is  the  key 
to  a successful  smoking  cessation  program.  FDA 
approval  of  the  nicotine  gum  is  based  on  studies  where 
the  gum  was  used  with  extensive  counseling  to  help 
patients  stop  smoking. 

Behavior  modification  techniques  — self  management, 
contingency  management,  and  aversive  conditioning — 
have  been  widely  used,  and  studies  cited  in  the  ACP 
statement  showed  that  the  highest  quit  rates  (56  to  100 
percent)  were  achieved  through  these  techniques.  Self- 
help  guides  that  use  these  techniques  are  available  from 
the  Office  on  Smoking  and  Health,  the  American  Lung 
Association,  the  American  Cancer  Society,  and  the 
National  Cancer  Institute.  By  providing  patients  with 
these  educational  materials  and  helping  patients  deter- 
mine their  reasons  for  smoking  and  motivations  for 
quitting,  physicians  can  help  their  patients  develop  indi- 
vidualized plans  to  stop  smoking. 

Education  is  a key  factor  in  any  successful  program, 
according  to  the  ACP  statement,  and  must  be  used  as  an 
integral  part  of  any  reformed  smoker’s  maintenance 
program.  Worksite  programs  that  include,  in  addition  to 


\fctlual  Sftvciiillics  \í'\i\ 


Bol.  Asoc.  Med.  P.  Rico  - Noviembre  1986 


education,  prohibitions  on  smoking  in  certain  places  and 
financial  bonuses  to  employees  who  quit  smoking  have 
been  fairly  successful.  These  programs  could  be  easily 
implemented  in  the  hospital  setting  and  used  for  both 
patients  and  employees.  One  such  program,  initiated  at 
The  New  England  Deaconess  Hospital  in  Boston,  MA, 
included  establishing  nonsmoking  areas  throughout  the 
hospital,  banning  the  sale  of  cigarettes  in  the  hospital, 
publicizing  the  deleterious  health  effects  of  smoking,  and 
providing  educational  clinics.  Twenty  months  after 
initiation  of  the  smoking  cessation  program,  26  percent 
of  smokers  (who  were  either  employees  or  patients)  had 
quit. 

The  effectiveness  of  hypnosis  as  a smoking  cessation 
technique  is  dependent  on  the  types  of  persons  under- 
going the  treatment  and  the  various  kinds  of  hypnosis 
therapies.  The  ACP  statement  notes  that  quit  rates  vary 
from  4 percent  to  88  percent.  The  most  successful 
hypnosis  programs  for  smoking  cessation  included 
individualized  treatment  of  motivated  clients  with 
supportive  therapists  and  specific  hypnotic  suggestions. 

Acupuncture,  with  reported  quit  rates  of  78  to  95 
percent  after  several  treatments,  appears  to  be  most 
effective  when  used  in  conjunction  with  other  techniques. 
Multiple  risk  factor  reduction  programs,  such  as  the 
Multiple  Risk  Factor  Intervention  Trial  (MRFIT)  that 
was  initiated  by  the  National  Heart,  Fung,  and  Blood 
Institute  in  1972  and  screened  about  20,000  men  for 
cardiovascular  diseases  risk  factors,  led  to  high  quit  rates 
(30  to  72  percent)  due  to  intensive  and  consistent  follow- 
up, periodic  medical  evaluations,  and  emphasis  on  health 
enhancement.  The  most  successful  programs  combine 
techniques  to  produce  a long-term  cessation  of  the 
smoking  habit  with  satisfaction  of  the  psychological  and 
physiological  addiction.  Again,  the  key  feature  of  these 
multicomponent  methods  is  education. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


PRUDENT  LIFESTYLE  FOR  CHILDREN: 
AAP  POLICY  STATEMENT  ON  DIETARY 
FAT  AND  CHOLESTEROL 


The  American  Academy  of  Pediatrics’  (AAP)  Com- 
mittee on  Nutrition,  in  a newly-released  statement  on 
children’s  diets,  contends  that  there  is  no  “compelling 
new  evidence  to  make  recommendations  concerning 
modification  of  the  diet  during  the  first  two  decades  of 
life.’’ 

The  Committee,  however,  advises  that  since  diet  is  only 
one  factor  affecting  the  risk  of  coronary  heart  disease  and 
atherosclerosis  health  professionals  should  recognize 
that  obesity,  activity  patterns,  hypertension,  and  cigarette 


smoking  (and  possibly  smokeless  tobacco)  are  additional 
important  contributing  factors,  some  of  which  the 
individual  has  control  over. 

The  Committee  continues  to  recommend  that  “diets 
that  avoid  extremes  are  safe  for  children  for  whom  there 
is  no  evidence  of  special  vulnerability,”  writing  in  the 
September  issue  of  Pediatrics,  updating  a 1983  statement. 

“It  would  seem  prudent  not  to  recommend  changes  in 
current  dietary  patterns  without  first  assessing  the  effects 
on  growth,  development,  and  such  measures  of  nutri- 
tional adequacy  as  the  status  of  iron,”  the  Committee 
says. 

Recently,  the  American  Heart  Association,  the 
American  Health  Foundation  and  a consensus  develop- 
ment panel  sponsored  by  the  National  Institutes  of 
Health  (NIH)  recommended  reducing  fat  and  cholesterol 
intake  with  the  intention  of  preventing  the  onset  of 
coronary  heart  disease  in  adulthood. 

The  Committee,  however,  questions  whether  the  diet 
proposed  by  the  NIH  panel  will  be  effective  in  decreasing 
cholesterol  levels  during  the  first  two  decades  of  life,  or 
that  the  diet  will  adquately  support  growth,  especially 
during  the  adolescent  growth  spurt.  “The  proposed 
changes  would  affect  consumption  of  foods  currently 
providing  high  quality  protein,  iron,  calcium,  and  other 
minerals  essential  for  growth,”  the  Committee  says. 

“The  actual  diet  recommendations,  though,  are  not 
widely  dissimiliar,  ” notes  Laurence  Finberg,  M.D., 
chairman  of  the  AAP’s  Committee.  The  AAP’s 
guidelines  are  less  strict  that  those  from  the  NIH  panel, 
but  the  two  groups  are  not  significantly  different  in  their 
recommendations,  he  says. 

The  Committee  recommends  the  following,  adhering 
closely  to  its  1983  guidelines: 

• When  breast  feeding  is  unsuccessful  or  stopped  early, 
infant  formulas  provide  the  best  alternative  for 
meeting  nutritional  needs  during  the  first  six  months 
of  life.  During  the  second  six  months,  whole  cow’s 
milk  may  be  given  to  infants  who  are  consuming  one- 
third  of  their  calories  as  supplemental  foods. 
Supplemental  foods  are  recommended  beginning  at 
four  to  six  months  of  age.  Dietary  fat  should 
probably  not  be  restricted  in  this  age  group. 

• After  one  year  of  age,  infants  should  receive  a varied 
diet  including  each  of  the  major  food  groups.  This 
provides  the  best  assurance  of  nutritional  adequacy; 
the  key  is  balance  from  variety. 

• Current  dietary  trends  in  the  U.S.  — decreased 
consumption  of  saturated  fats,  cholesterol  and  salt, 
and  an  increased  intake  of  polyunsaturated  fats 
— should  be  followed  with  moderation.  The  optimal 
total  fat  intake  cannot  be  determined,  but  30  to  40 
percent  of  calories  seems  sensible  for  adequate 
growth  and  development. 

• Family  for  each  patient  should  include  information 
about  family  members  who  have  had  a premature 
heart  attack  or  stroke,  hypertension,  obesity, 
diabetes  mellitus,  and/or  hyperlipidemia.  Screening 
of  children  more  than  two  years  old  who  are  at  risk 
because  of  family  history  should  consist  of  at  least 
two  serum  cholesterol  measurements. 
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PARENTS  NEED  TO  BE  AWARE  OF 
DANGERS  OF  BABY  WALKERS 


Because  of  the  high  incidence  of  baby  walker  injuries, 
pediatric  researchers  are  recommending  that  walkers 
carry  warning  statements.  The  recommendation  is  based 
on  the  fact  that  many  parents  neglect  safety  precautions 
and  many  continue  to  let  their  infants  use  walkers  even 
after  injury  has  occurred. 

“We  believe  that  at  the  very  least  a statement 
concerning  the  risks  of  walker-related  injuries  should  be 
enclosed  with  every  walker  sold,”  Canadian  researchers 
said  in  the  September  issue  of  Pediatrics,  the  journal  of 
the  American  Academy  of  Pediatrics  (AAP). 

The  researchers,  doctors  in  emergency  pediatrics  at  the 
Hospital  for  Sick  Children,  Toronto,  Canada,  collected 
data  on  baby  walker  injuries  seen  in  the  hospital 
emergency  room  during  1984  and  concluded  that  baby 
walkers  are  a significant  cause  of  injury  to  infants. 

One  hundred  and  thirty-nine  infants  from  4 to  15 
months  of  age  were  treated  for  walker-related  injuries 
— 123  of  those  were  injured  from  a fall  down  stairs,  which 
accounted  for  nearly  90  percent  of  the  cases.  Most  of 
these  occurred  in  homes  in  which  the  staircase  was  not 
closed  off  by  gates. 

However,  the  researchers  noted  42  of  the  123  injuries 
occurred  in  homes  that  had  gates.  In  some  of  these 
instances,  the  gate  was  improperly  attached  to  the  wall, 
but  most  often  the  gate  had  been  left  open  by  an  older 
sibling  or  parent.  “The  price  of  safety,”  the  researchers 
wrote,  “is  eternal  vigilance.” 

In  follow-up  telephone  interviews  with  the  parents,  the 
researchers  also  found  that  less  than  half  of  the  homes 
that  did  not  have  gates  at  the  time  of  the  injury  had  not 
acquired  them  afterward.  Also,  at  the  time  of  follow-up, 
most  of  the  infants  were  back  in  their  walkers. 

Because  the  trunk,  abdomen  and  lower  limbs  are 
usually  protected  by  the  walker’s  frame  during  a fall,  the 
most  common  type  of  injury  (93  of  the  cases)  was  a closed 
head  injury  with  no  fracture.  There  were  19  skull 
fractures  reported. 

Most  of  the  injuries  occurred  at  home  while  a parent 
was  present,  but  twenty-one  infants  were  reported  to  be 
in  no  one’s  care  at  the  time  of  the  injury.  The  researchers 
noted  this  is  a “sad  commentary  on  the  use  of  these 
devices  as  passive  babysitters.” 

The  reasons  parents  cited  most  often  for  using  walkers 
were  that  they  teach  infants  to  walk  earlier,  make  the 
infants  happier  by  giving  them  increased  mobility  and  act 
as  “babysitters.” 

One  million  walkers  were  sold  in  the  U.S.  in  1980  and 
about  24,000  injuries  requiring  treatment  occurred  that 
year. 


Cardovascular  News 


ITALIAN  STUDY  CONFIRMS  MORTALITY  DROP 
IN  AMI  PATIENTS  GIVEN  STREPTOKINASE 
WITHIN  9 HOURS 


A large  Italian  study  shows  that  in-hospital  mortality 
was  reduced  50%  among  myocardial  infarction  patients 
treated  with  IV.  streptokinase  within  1 hour,  23%  among 
those  treated  within  3 hours,  and  20%  in  the  group 
treated  within  6 hours  of  the  attack. 

Overall  mortality  was  reduced  18%  among  the  1 1,806 
treated  with  SK  compared  to  controls  given  usual  treat- 
ment. Benefits  were  discernible  also  in  the  group  treated 
within  6-9  hours,  although  this  latter  finding  was  not  sta- 
tistically significant.  SK  patients  treated  within  9-12 
hours  fared  a little  worse  than  those  treated  conventio- 
nally. 

These  findings,  reported  by  the  Italian  Group  for  the 
Study  of  SK  in  MI  in  Lancet  (1986;  1:397),  involved  an 
unblinded  trial  of  unprecedented  scope,  with  all  but 
about  24  of  the  200-odd  CCUs  in  the  entire  country 
participating. 

They  support  conclusions  from  a retrospective  pooled 
analysis  of  33  randomized  controlled  trials  reported  in 
the  European  Heart  Journal  (1985;  6:556)  that  benefits 
may  persist  in  patients  treated  more  than  6 hours  after 
attack,  and  the  International  Studies  of  Infarct  Survival 
centered  at  Oxford,  England,  is  looking  at  the  same 
possibility  in  another  major  trial. 

Mortality  reduction  was  of  high  statistical  significance 
in  patients  with  anterior  and  multiple-site  infarcts,  but 
patients  with  lateral  infarcts  or  ST  depression  did  some- 
what worse  than  controls,  according  to  the  investigators, 
who  included  Dr.  F.  Roveli,  chairman  of  the  GISSI 
(Gruppo  Italiano  per  lo  Studio  della  Streptochinasi 
nell’Infarto  Miocardio)  steering  committee.  Their  data 
show  benefits  concentrated  in  patients  under  65  and  in 
those  without  previous  infarcts.  Killip  scale  grade  4 
patients  weren’t  helped. 

Cerebrovascular  events,  both  ischemic  and  hemor- 
rhagic, were  low  in  incidence  and  similar  in  the  two 
treatment  groups.  The  two  most  feared  events  among 
those  given  SK,  major  bleeds  and  anaphylactic  shock, 
also  proved  to  have  a low  incidence.  A higher  incidence  of 
reinfarction  and  a lower  incidence  of  pericarditis  also 
were  found  among  SK  patients. 

“While  the  results  of  the  follow-up  are  obviously  of  the 
greatest  importance  to  provide  the  complete  benefit 
profile  of  SK  treatment,”  the  group  wrote,  “we  suggest 
that  the  striking  decrease  of  in-hospital  mortality  must  be 
regarded  as  a valuable  result  on  its  own.  It  means  that 
substantially  more  patients  can  live  to  receive  further 
pharmacological  and  other  treatments  already  known  or 
suspected  to  improve  the  outcome  after  myocardial 
infarction.” 
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The  total  patient  population  from  which  the  study 
group  was  developed  consisted  of  31,826  patients.  Of 
these,  20,020  were  excluded  from  randomization,  if  they 
were  admitted  >12  hours  after  the  onset  of  symptoms,  or 
if  there  were  contraindications  to  the  use  of  SK,  if  there 
was  anydoubt  about  the  occurrence  of  an  M I,  or  for  other 
reasons.  The  pace  of  enrollment  was  fairly  constant  over 
a 1 7-month  period  from  1984-85,  with  patients  coming  in 
throughout  Italy  at  the  rate  of  some  700  a month. 

The  dosage  involved,  SK  1.5  million  units  in  100ml 
saline  infused  over  45-60  minutes,  was  similar  to  that 
used  in  other  trials  and  there  was  “high  consistency”  in 
these  findings  and  those  reported  in  smaller,  more  rigidly 
controlled  studies,  according  to  the  investigators. 

EARLY  TRIAL  SHOWS  NEW  ALPHA  AND  BETA 
BLOCKER  SAFE  ANTIHYPERTENSIVE 


Medroxalol,  another  agent  in  the  new  class  of 
adrenergic  drugs  that  opposes  hypertension  by  combined 
alpha  and  beta  blocking  actions,  was  reported  at  the 
American  College  of  Chest  Physicians’  51st  Annual 
Scientific  Assembly  to  be  safe  and  effective. 

Dr.  Donald  G.  Vidt,  chairman  of  the  department  of 
hypertension  and  nephrology  at  Cleveland  Clinic 
Foundation,  told  attendees  that  8 of  10  patients  res- 
ponded to  repeated  intravenous  injections  of  medroxalol 
with  a mean  decrease  in  blood  pressure  from  199/128  to 
132/IOOmmHg  (supine),  with  the  lower  figure  having 
been  set  as  the  predetermined  goal. 

A decrease  was  noted  by  the  completion  of  each  4- 
minute  infusion  of  medroxalol,  and  the  8 responders 
required  a mean  total  dose  of  131mg  to  achieve  this  goal, 
according  to  Dr.  Vidt. 

The  duration  of  response  ranged  from  2-8  hours 
following  the  last  infusion  of  the  drug,  which  provides 
time  for  conversion  to  oral  therapy.  Dr.  Vidt  said.  While 
medroxalol  comes  in  oral  form,  that  preparation  was  not 
under  investigation  in  the  present  study. 

“There  were  no  untoward  effects  in  any  of  the 
patients,”  Dr.  Vidt  told  Cardiovascular  News,  “although 
minimal  effects  observed  included  nasal  congestion, 
lacrimation,  postural  dizziness,  and  xerostomia.  None  of 
these,  however,  interfered  with  the  drug’s  titration  or 
required  its  discontinuation.” 

In  the  2 patients  listedas  nonresponders,  a partial 
response  was  observed  even  though  their  supine  diastolic 
blood  presures  were  not  lowered  to  lOOmgHg. 

The  patients  were  20-75  years  of  age,  including  6 
Caucasian  and  4 nonwhite  patients  with  recumbent 
diastolic  pressures  120mmHg.  There  were  7 males  and 
3 females,  including  6 patients  with  essential  hyperten- 
sion, and  2 each  with  renovascular  and  renal  paren- 
chymal disease.  Four  were  not  receiving  antihypertensive 
medication  when  the  trial  began,  and  6 were  getting  1-3 
other  drugs,  which  were  halted. 

Describing  the  drug.  Dr.  Vidt  said  its  ratio  of  beta  to 
alpha  antagonistic  activity  is  approximately  5:1.  “Medrox- 
also  possesses  beta  receptor  stimulating  activity  and  a 


transient  direct  vascular  smooth  muscle  relaxant  effect,” 
he  said,  “and  its  intravenous  administration  reduces 
mean  arterial  pressure,  heart  rate,  and  peripheral 
vascular  resistance.” 

Putting  medroxalol  into  perspective  with  other  anti- 
hypertensive, he  said  it  is  a “second  generation”  drug  of 
the  class  that  includes  labetalol,  marketed  for  I.V.  and 
oral  use  by  Schering  Corporation  and  Glaxo,  Inc. 
Medroxalol  is  one  of  several  others  in  development,  but 
not  yet  approved  by  the  FDA.  These  include  celiprolol, 
from  Revlon  (now  a part  of  William  H.  Rorer,  Inc.)  and 
dilevalol,  also  from  Schering. 

“They  are  interesting  as  a class  of  drugs  because  they 
are  blocker/dilators.  With  their  added  alpha  blocking 
properties  they  reduce  peripheral  resistance — an  effect 
one  does  not  usually  see  with  pure  beta  blocking  drugs.  It 
doesn’t  mean  they  are  necessarily  better  than  beta 
blockers  for  hypertension,  but  they  give  us  another  group 
of  agents  that  may  be  preferable  in  selected  cases.  They 
add  a new  dimension  to  therapy.” 


TRANSDERMAL  NTG  SAID  TO  BE  PROBABLY 
USEFUL  IN  ANGINA,  DESPITE  DISCREPANT 
TRIAL  RESULTS 


Although  a controversy  still  rages  over  the  efficacy, 
duration  of  action,  and  attenuation  of  effect  of  trans- 
dermal  nitroglycerin,  as  review  of  all  available  clinical 
trials  suggests  that  this  agent  is  probably  useful  in  the 
treatment  of  angina. 

Data  from  both  “acute”  and  “chronic”  drug  trials, 
although  variable,  do  demonstrate  the  efficacy  of  trans- 
dermal  nitroglycerin  in  reducing  the  number  of  anginal 
episodes  and,  often,  in  significantly  increasing  exercise 
time,  said  Dr.  Stephen  Scheidt,  professor  of  clinical 
medicine.  New  York  Hospital,  Cornell  Medical  Center, 
New  York,  New  York,  speaking  at  the  Kaiser  Permanente 
Symposium  “The  Changing  Course  of  Cardiovascular 
Care.” 

Nitroglycerin  remains  a standard  drug  for  coronary 
artery  disease.  Dr.  Scheidt  noted,  acting  as  a powerful 
venodilator,  arterial  dilator,  and  coronary  vasodilator. 
At  the  same  time,  it  redistributes  flow  to  the  vulnerable 
subendocardium  and  increases  endothelial  prostacyclin. 

“The  difficulty  is  that  most  nitroglycerin  preparations 
are  short-lived,”  Dr.  Scheidt  explained  to  Cardiovascular 
News,  “mainly  due  to  liver  degradation.  For  example, 
0.4mg  of  sublingual  nitroglycerin  works  for  30-45 
minutes  whereas  5mg  of  isosorbide  dinitrate  works  for 
60-75  minutes.  Even  at  high  doses  (20mg),  oral  isosorbide 
dinitrate  starts  to  lose  its  hemodynamic  effects  after  3-4 
hours.  This  short  period  of  action  has  prompted  the 
formulation  of  a number  of  long-acting  preparations, 
with  the  longest  durations  of  action  possessed  by  trans- 
dermal  nitroglycerin.” 

All  three  available  preparations  (Transderm®,  Key) 
achieve  good  blood  levels  within  30  minutes.  Dr.  Schefdt 
observed,  but  the  levels  are  lower  than  with  sublingual 
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nitroglycerin.  Blood  levels  may  also  be  subject  to  patient- 
to-patient  variability. 

The  key  question,  of  course,  Dr.  Scheidt  stated,  is  “Do 
the  patches  work  for  angina?”  As  of  early  1986,  there  are 
10  published  “acute”  trials  of  transdermal  nitroglycerin 
in  which  2.5-45mg/24  hours  of  drug  was  given  as  a single 
dose  to  patients  with  angina.  Exercise  testing  was  done 
early  (approximately  4 hours  after  patch  application)  and 
late  (about  24  hours  after  patch  application).  Results  are 
variable,  with  some  trials  showing  statistically  significant 
increases  in  exercise  time,  particularly  at  4 hours  and  with 
larger  does  of  transdermal  nitroglycerin. 

Looking  at  the  9 chronic  trials  carried  out  to  date. 
Dr.  Scheidt  continued,  patients  were  put  on  patches  for 
several  days  to  2-3  weeks,  in  a double-blind,  placebo- 
controlled  fashion. 

Five  trials  reported  data  on  anginal  episodes  from 
patient  diaries,  three  showing  statistically  significant 
declines  in  angina,  with  a median  decline  of  67%  in  the 
number  of  anginal  episodes  a week.  Dr.  Scheidt  said. 
Similarly,  3 of  5 trials  reported  significant  declines  in 
sublingual  nitroglycerin  use  with  a median  decline  of 
63%. 

When  exercise  time  was  examined  during  transdermal 
nitroglycerin  and  placebo  phases.  Dr.  Scheidt  explained, 
4 of  the  9 studies  showed  significantly  increased  exercise 
time  2-4  hours  after  patch  application,  but  only  one 
demonstrated  a significant  increase  at  26  hours.  Three 
further  trials  had  suggestive  but  not  definitive  findings 


and  two  studies  had  completely  negative  results. 

The  problems  with  the  available  data  and  reasons  for 
the  inconsistency  of  results,  to  date.  Dr.  Scheidt  noted, 
are  due  to  small  sample  sizes,  patient  numbers  ranging 
from  5 to  24  per  study;  infrequent  dose  titrating;  use  of 
small  doses  of  transdermal  nitroglycerin;  and  variable 
additional  anti-anginal  therapy.  Furthermore,  the  use  of 
exercise  testing  as  an  endpoint  may  be  an  incorrect  way  of 
measuring  benefit  for  angina  patients.  Most  of  these 
individuals  do  everything  possible  to  avoid  angina  and 
this  usually  means  the  avoidance  of  maximum  exercise 
and  the  pain  it  produces.  All  of  these  problems  notwith- 
standing, patients  in  the  acute  trials  had  about  a 50% 
decline  in  angina. 

A general  look  at  all  of  the  available  trials  demonstrates, 
however,  that  there  are  early  improvement  in  many  of  the 
studies  and  late  improvement  in  just  a few.  Dr.  Scheidt 
said. 

Finally  Dr.  Scheidt  declared,  the  question  of  attenua- 
tion should  be  addressed.  Some  degree  of  attenuation 
does  occur  with  all  nitrate  preparations.  “Not  all  effect  is 
lost  (‘tolerance’)  but  only  some  portion  of  the  initial 
response,”  Dr.  Scheidt  told  Cardiovascular  News.  “Some 
beneficial  effect  is  still  maintained  even  with  long-term 
use  of  nitroglycerin.  Strategies  to  overcome  attenuation 
need  to  be  tested,  but  possible  ways  of  overcoming  or 
minimizing  it  might  be  increasing  the  dose  or  providing  a 
nitrate-free  period — for  example,  telling  the  patient  to 
take  the  patches  off  at  night.” 


MEDICOS  DE  FAMILIA 


• lJusca  usted  la  satisfacción 
^ MJ  propia  en  ver  que  la  prestación 
^e  sus  servicios  médicos  influye 
en  gran  medida  en  la  vida  de  sus 
pacientes  o en  el  nivel  de  vida  de  la 
comunidad?  ¡Bueno,  esta  es  su  opor- 
tunidad para  atender  a pacientes 
que  realmente  necesitan  de  su  ayuda! 

Actualmente,  existen  en  las  ciuda- 
des comunidades  que  no  reciben  las 
prestaciones  medicas  que  necesitan, 
ya  sea  en  lugares  a orillas  de  las 
carreteras  y en  lugares  apartados, 
desde  el  Estado  de  Maine  hasta  el 
sur  del  Estado  de  California.  Doctor, 
los  hospitales,  las  clínicas  y los 
centros  de  salud  en  estos  lugares 
necesitan  de  su  ayuda. 

Tanto  el  Cuerpo  Nacional  de 
Servicios  de  Salud  como  el  Servicio 
Indígena  de  la  Salud,  le  ofrecen  a 
usted  la  oportunidad  de  convertirse 
en  un  médico  que  influya  en  la 
comunidad. 


Haga  una  verdadera 


^ Usted  tendrá  garantizados  un 
salario  y vacaciones  pagadas 
sin  tener  que  incurrir  en  grandes 
gastos  ni  en  gastos  de  seguro  contra 
demandas. 


^ Usted  puede  tener  la  oportuni- 
dad  de  ser  miembro  de  una 
nueva  práctica  privada  en  un  lugar 
distinto  del  pais,  que  realmente  lo 
necesita. 


Si  usted  es  un  médico  de  familia 
que  está  certificado  por  la  Junta  o es 
considerado  elegible  por  la  Junta,  y 
busca  una  aventura,  un  poco  más  de 
libertad  y una  gran  oportunidad 
para  influir  en  los  pacientes  que 
más  lo  necesitan,  comuniqúese  con: 


Recruitment  Program 
Suite  600  (H-1) 

8201  Greensboro  Drive 
McLean,  VA  22102 


o 

llame  al  (800)  227-9393 

(703)  821-9855  (en  VA) 


El  Cuerpo  Nncioiinl  ile  Servicios  Je  SoluJ  y el  Servicio 
liiiligeiin  lie  lo  Soluil  son  eiiiple/iilores  ifiie  ofrecen 
ijtiinlilnil  lie  oporliinnlnil  a los  Irnhninilores. 


Departamento  de  Salud  y de  Servicios 
Humanos  de  los  Estados  Unidos. 

Servicio  de  Salud  Pública 

Oficina  de  Recursos  y Servicios  de  Salud 


contribución  a la  salud  de  la  comunidad 
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THERAPY  REDUCES  POSTSURGICAL  RISK  OF 
EMBOLISM;  TEST  MAY  PREDICT  HEMORRHAGE 


Methods  for  reducing  the  risks  of  blood  clots  and  for 
predicting  the  occurrence  of  hemorrhage  after  surgery 
are  described  in  JAMA.  According  to  a consensus  confe- 
rence of  the  National  Institutes  of  Health,  low-dose 
heparin  may  prevent  deep  vein  thrombosis  (DYT)  and 
pulmonary  embolism  (PE).  Another  report  concludes 
that  tests  for  susceptibility  to  hemorrhage  need  only  be 
given  to  high-risk  patients. 

“Patients  undergoing  various  types  of  surgery  — general, 
orthopedic,  gynecologic-obstetric,  urologic,  and  neuro- 
surgical— are  at  high  risk  for  developing  DVT  and  PE,” 
say  Harold  R.  Roberts,  MD,  of  the  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill,  and  colleagues, 
in  the  NIH  report.  “Of  these  groups,  orthopedic  patients 
appear  to  be  especially  prone  to  thrombosis,  particularly 
patients  with  hip  fracture,”  they  add. 

Although  both  health  problems  are  difficult  to  detect, 
they  are  interrelated,  so  that  screening  tests  for  DVT  can 
be  used  to  predict  PE.  It  is  estimated  that  DVT  and  PE 
are  associated  with  300,000  to  600,000  hospitalizations 
each  year,  with  approximately  50,000  deaths  attributed 
to  PE. 

In  patients  older  than  40  years  undergoing  general 
surgical  procedures,  the  average  incidence  of  DVT  is  25 
percent  by  fibrinogen  scanning  and  19  percent  by 
venography,  according  to  the  report.  “Deep  venous 
thrombosis  extends  proximally  to  the  knee  joint  in  7 
percent,  and  clinically  significant  PE  occurs  in  1 .6  percent 
of  the  general  surgical  population,”  the  researchers  say, 
adding  that  the  likelihood  of  a major  pulmonary  embolus 
leading  to  death  is  near  1 percent.  For  orthopedic 
surgery,  however,  clinically  significant  PE  is  reported  to 
be  as  high  as  20  percent,  with  a fatal  incidence  from  1 
percent  to  3 percent. 

“Within  the  broad  scope  of  general  surgery,  low-dose 
heparin  administered  subcutaneously  every  eight  or 
every  12  hours  beginning  two  hours  prior  to  surgery 
reduces  the  rate  of  DVT  by  60  percent,  for  a net  decrease 
in  incidence  from  25  percent  to  10  percent,”  the 


researchers  says.  They  recommend  this  therapy  for  all 
surgical  patients  at  high-risk,  that  is,  for  those  who  are 
older  than  40,  or  obese,  or  with  malignancy  or  prior  DVT 
or  PE,  or  undergoing  complicted  surgical  procedures. 

Prophylactic  regimens  may  vary  according  to  individual 
patient  needs,  the  researchers  observe,  noting  that  low- 
dose  warfarin,  external  pneumatic  compression,  and 
gradient  elastic  stockings,  alone  or  in  combination  with 
heparin  or  heparin/dihydroergotamine,  are  also  effective 
in  decreasing  DVT. 

In  another  study  evaluating  physicians’  ability  to 
predict  surgical  complications,  Anthony  L.  Suchman, 
MD,  and  Alvin  I.  Mushlin,  MD,  ScM,  of  the  University 
of  Rochester,  New  York,  conclude  that  activated  partial 
thromboiplastin  time  (APTT)  is  unable  to  predict 
occurrence  of  hemorrhage  among  low-risk  patients,  but 
that  it  may  be  useful  for  patients  at  high-risk. 

“Our  data  justify  limiting  preoperative  coagulation 
screening  to  patients  with  active  bleeding,  known  or 
clinically  suspected  bleeding  disorders  (including  use  of 
anticoagulants),  liver  disease,  malabsorption,  malnutri- 
tion, or  other  conditions  associated  with  acquired 
coagulopathies  and  patients  whose  procedures  may 
interfere  with  normal  coagulation,”  the  researchers  say. 
Many  physicians  routinely  order  the  APTT  even  for 
asymptomatic,  low-risk  patients,  the  researchers  observe. 

JAMA  August  8.  1986 


AIDS  STUDY  IN  AFRICA  CONFIRMS  LOW  RISK 
FOR  HOUSEHOLD  CONTACTS 


Non-spouse  household  contacts  of  African  patients 
with  AIDS  show  no  increased  risk  for  contracting  the 
virus,  according  to  a report  in  JAMA.  The  findings 
corroborate  those  from  other  studies  conducted  in 
Europe  and  the  United  States. 

Jonathan  M.  Mann,  MD,  MPH,  of  the  Centers  for 
Disease  Control,  Atlanta,  and  the  Project  SIDA, 
Kinshasa,  Zaire,  and  colleagues,  tested  204  household 
contacts  of  46  patients  with  AIDS  and  155  household 
contacts  of  healthy  controls.  “Twenty  (9.8  percent)  of  204 
case-household  members  and  three  (1.9  percent)  of  155 
control-household  members  were  HTLV-III/LAV  sero- 
positive,” they  say.  However,  1 1 of  18  spouses  of  patients 
with  AIDS  were  seropositive,  compared  with  only  one  of 
the  27  control  spouses. 

“Except  for  spouses,  the  rate  of  HTLV-III  seropositi- 
vity  did  not  differ  significantly  between  case  and  control 
households,”  the  researchers  say.  “Furthermore,  for 
adults  in  case  households  who  were  not  spouses,  the 
number  seropositive  for  HTLV-III/LAV  was  identical  to 
that  predicted  from  sex  -and  age-  specific  HTLV-III  sero- 
prevalence  rates.” 

Since  the  transmission  pattern  of  HTLV-III/LAV  is 
similar  to  that  of  hepatitis  B (sexually,  through  blood 
products  and  from  infected  mothers  to  their  infants), 
there  has  been  some  concern  that  the  AIDS  virus,  like 
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hepatitis  B,  could  be  transmitted  in  close  household 
settings.  This  study  provides  further  evidence  that 
nonsexual  household  contact  is  not  a risk  factor  for 
AIDS.  “Unlike  horizontal  transmission  of  hepatitis  B 
infection,  horizontal  transmission  of  HTLV-III/LAV 
appears  to  be  very  rare  if  it  occurs  at  all,”  the  researchers 
say. 

The  study  showed  that  in  1 5 of  24  case  households  with 
children,  the  mother  was  seropositive  for  the  AIDS  virus, 
and  either  had  AIDS  herself  or  was  the  wife  of  a patient 
with  AIDS,  of  35  children  from  these  households  who 
participated  in  the  study,  only  one  (the  youngest  child, 
who  was  1-year-old),  was  seropositive,  or  had  evidence  of 
infection.  “For  22  of  these  children,  both  the  mother  and 
father  were  HTLV/III/LAV  seropositive;  however,  all 
22  children  were  seronegative.”  The  researchers  say. 

JAMA  August  8,  1986 


CRACK  MORE  POTENT,  MORE  DANGEROUS 
THAN  OTHER  COCAINE 


Crack,  an  increasingly  popular  form  of  cocaine  that  is 
typically  smoked  in  glass  water  pipes,  is  potentially  more 
addictive  and  more  dangerous  than  the  powder  form, 
according  to  a letter  in  JAMA.  Arnold  M.  Washton, 
PhD,  of  The  Regent  Hospital,  New  York,  and  colleagues 
say  that  a random  sample  of  cocaine  users  who  called 
their  800-COCAINE  hotline  revealed  that  33  percent 
were  using  crack.  “The  majority  of  these  crack  users  were 
males  (72  percent),  were  20  to  39  years  old  (94  percent), 
earned  over  $16,000  per  year  (57  percent),  spent  over 
$100  per  week  on  the  drug  (75  percent),  and  switched  to 
crack  after  snorting  cocaine  powder  at  least  ‘occasionally’ 
(81  percent),”  the  researchers  say.  They  add  that  smoking 
cocaine  results  in  more  immediate  and  direct  absorption 
of  the  drug,  producing  a more  intense  euphoria  and 
“greatly  increasing  both  the  addiction  potential  and  risk 
of  acute  toxic  reactions  including  brain  seizure,  cardiac 
arrhythmia,  respiratory  paralysis,  paranoid  psychosis, 
and  pulmonary  dysfunction.” 

JAMA  August  8,  1986 


NEW  STUDY  ADDS  TO  EVIDENCE  LINKING 
FARM  HERBICIDE  USE  TO 
NON-HODGKIN’S  LYMPHOMA 


A study  of  Kansas  farmworkers  reported  in  JAMA 
indicates  that  agricultural  exposure  to  herbicide  boosts 
the  odds  of  developing  non-Hodgkin’s  lymphoma  — a 
risk  that  increases  significantly  with  intensity  of 
exposure. 

The  population-bases,  case-control  study,  conducted 
by  Sheila  K.  Hoar,  ScD,  of  the  National  Cancer 
Insititute’s  Epidemiology  and  Biostatistics  Program,  and 
colleagues,  confirmed  earlier  reports  by  Swedish  resear- 


chers and  others  linking  NHL  to  agricultural  herbicide 
use.  The  new  study  did  not,  however,  confirm  other 
earlier  research  linking  herbicide  exposure  to  two  other 
types  of  cancer:  Hodgkin’s  disease  and  soft-tissue 
sarcoma. 

Kansas,  a major  wheat-producing  state,  was  chosen  for 
the  study  because  herbicides  have  been  used  more 
frequently  on  wheat  than  other  pesticides,  kansas  also 
has  a statewide  cancer  reporting  system. 

The  study  involved  telephone  interview  with  424  men 
newly  diagnosed  between  1976  and  1982  with  soft-tissue 
sarcoma  (STS),  Hodgkin’s  disease  (HD)  or  non- 
Hodgkin’s  lymphoma  (NHL),  and  948  male  control 
subjects  drawn  from  the  general  Kansas  population. 

Interviewers  gauged  agricultural  herbicide  exposure  in 
both  groups,  and  the  study  controlled  for  such  variables 
as  exposure  to  other  agricultural  chemicals,  nonfarm 
exposure  and  both  known  and  alleged  risk  factors  for  the 
three  cancers. 

The  researchers  found  no  consistent  pattern  of  excess 
of  excess  risk  of  STS  or  HD  associated  with  either  the 
duration  or  frequency  of  herbicide  use,  and  no  significant 
risk  of  NHL  among  farmers  who  did  not  use  herbicide. 

The  relative  risk  of  NHL  increased  significantly, 
however,  with  the  number  of  days  of  herbicide  exposure 
annually.  It  also  was  linked  to  the  nature  and  intensity  of 
exposure.  For  example,  farmers  exposed  to  herbicides 
more  than  20  days  per  year  had  a six-fold  higher  risk  of 
NHL  compared  with  non-farmers,  and  the  risk  was  eight 
times  greater  for  frequent  users  who  mixed  or  applied  the 
herbicides  themselves. 

The  study  found  the  higher  risk  of  NHL,  which  will 
account  for  an  estimated  3 percent  of  new  U.S.  cancer 
cases  and  cancer  deaths  this  year,  linked  mainly  to  use  of 
phenoxyacetic  acid  herbicides,  expecially  2,  4-Dichloro- 
phenoxyacetic  acid  (2,  4D).  Such  chemicals  are  frequently 
used  on  pastureland  and  in  growing  wheat,  corn, 
sorghum  and  rice. 

“The  six-fold  excess  risk  of  NHL  among  high-intensity 
users  of  herbicides  is  cause  for  concern,”  the  study  said, 
“particularly  since  the  association  was  mainly  for 
phenoxyacetic  acids  and  was  apparent  using  several 
different  measures  of  exposure. 

“Since  over  42  million  pounds  of  phenoxyacetic  acid 
herbicides  were  applied  to  U.S.  farmlands  in  1976,  the 
carcinogenic  effects  suggested  by  this  study  and  others 
have  important  public  health  implications,”  the  report 
concluded. 

In  an  accompanying  editorial,  Theodore  Colton,  ScD, 
of  the  Boston  University  School  of  Public  Health,  says 
the  report  “adds  substantially  to  the  cumulating  body  of 
evidence  concerning  the  following  question:  Does  human 
exposure  to  phenoxyacetic  acid  herbicides  increase  the 
risk  of  soft-tissue  sarcomas,  Hodgkin’s  disease,  and  non- 
Hodgkin’s  lymphoma?” 

Colton  concludes,  “Perhaps  the  question  will  never  be 
answered  satisfactorily.  Whatever  direction  future  results 
take,  it  is  clear  that  the  report  by  Hoar  et  al  will  have 
considerable  use  — and  the  attendant  and  inevitable 
abuse — in  the  continuing  scientific  controversy,  public 
debate  and  legal  battles  regarding  herbicide  exposure  and 
cancer  risk.”  JAMA  September  5.  1986 
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NEW  STATISTICAL  ANALYSIS  SHOWS 
ADJUVANT  CHEMOTHERAPY  BENEFICIAL 
FOR  BREAST  CANCER 


A new  statistical  analysis  concludes  that  adjuvant 
chemotherapy  for  operable  breast  cancer  — especially 
stronger,  multi-drug  treatments — can  delay  relapse  and 
boost  survival  rates,  according  to  a report  in  JAMA. 

The  study,  conducted  at  the  Harvard  School  of  Public 
Health  by  Harvey  N.  Himel,  MD,  and  colleagues,  was 
designed  to  address  an  ongoing  debate  over  whether 
adjuvant  chemotherapy  — the  post-surgical  use  of  anti- 
cancer drugs — improves  the  overall  health  and  increases 
life  expectancy  of  patients  with  primary  breast  cancer. 

“Traditional  reviews  of  the  literature  have  tended  to 
promote  the  use  of  chemotherapy,  although  there  have 
been  some  dissenters,”  the  report  said.  “These  reviews, 
however  thorough,  derive  conclusions  from  qualitative 
reviews  of  the  various  studies’  results  and  the  disparate 
conclusions  of  the  individual  investigators.” 

The  new  study  examined  reports  published  over  the 
past  30  years  on  28  randomized  control  trials  of  12  anti- 
cancer drugs  used  alone  or  in  combination.  Nearly  10,000 
patients  were  enrolled  in  these  trials. 

Of  these  studies,  nine  reported  on  long-term  trials 
(minimun  two-year  follow-up)  comparing  patients 
receiving  chemotherapy  with  untreated  control  subjects. 
Data  from  these  trials,  dating  to  1969  and  involving  2,954 
patients,  was  pooled  to  calculate  estimates  of  relapse -free 
survival  rates  and  overall  survival  rates.  The  analysis 
found  chemotherapy  improved  relapse-free  survival  rates 
by  1 1 percent  three  years  after  treatment  and  by  8 percent 
after  five  years,  with  studies  using  multiple  agents 
showing  a greater  effect. 

Overall  survival  rates  at  three  years  also  improved,  but 
only  for  studies  involving  multiple  agents,  the  researchers 
reported.  Combining  data  for  other  types  of  trials  yielded 
inconclusive  results,  they  said. 

“The  combined  data  suggest  that  the  less  toxic  single- 
drug regimens  delay  relapse  in  a small  percentage  of 
patients,  but  do  not  influence  overall  survival,”  the  study 
reported.  “However,  the  more  toxic  multiple-drug 
regimens  postpone  relapse  for  a larger  percentage  of 
patients  and  improve  overall  survival  , especially  in 
certain  subgroups.” 

The  researchers  cautioned,  however,  that  better  data 
must  be  gathered  over  longer  periods  of  time  “to  be 
confident  about  the  place  of  chemotherapy  for  all  groups 
of  patients.” 

The  report  also  noted  “wide  variation  in  the  quality  of 
the  research  design  and  execution  and  grave  deficiencies 
in  the  reporting  of  essential  clinical  data”  among  the 
studies  reviewed.  This  allowed  the  researchers  to  use  only 
about  half  the  potentially  available  information. 

The  researchers  said  they  noted  these  problems  in  an 
effort  to  “stimulate  an  improvement  in  the  publication 
standards  for  medical  reporting.” 

JAMA  September  5,  1986 


MINIMAL  RISKS  DURING  CARDIAC 
REHABILITATION 


Patients  who  participate  in  outpatient  cardiac  rehabi- 
litation programs  may  be  reassured  that  heart  attacks 
related  to  such  exercise  are  extremely  rare.  A four-year 
study  of  167  such  programs,  published  in  JAMA, 
revealed  21  cardiac  arrests  (three  of  which  were  fatal), 
and  eight  nonfatal  myocardial  infarctions.  The  programs 
included  51,303  patients  who  exercised  2,351,916  hours 
from  January  1980  through  December  1984.  “These  data 
indicate  that  current  cardiac  rehabilitation  practice 
allows  for  prescribed  supervised  exercise  by  patients  with 
cardiovascular  disease  to  be  performed  at  a low  risk  of 
major  cardiovascular  complications,”  say  Steven  P.  Van 
Camp,  MD,  of  San  Diego  State  University,  and 
Richard  A.  Peterson,  PhD,  of  Alvarado  Hospital 
Medical  Center,  San  Diego. 

JAMA  September  5.  1986 


NEW  EYE  SURGERY  SAFE,  EFFECTIVE  FOR 
KERATOCONUS 


Epikeratophakia,  a new  surgical  treatment  for  kerato- 
conus  (abnormal  protrusion  of  the  cornea)  is  safer  and 
more  effective  than  traditional  forms  of  keratoplasty, 
according  to  a nationwide  study  of  82  cases  described  in 
the  Stpltraber  Archives  of  Ophthalmology.  The  procedure 
involves  suturing  lamellar  corneal  tissue  onto  the  eye  to 
replace  a portion  of  the  patient’s  cornea.  “The 
advantages  of  epikeratophakia  for  keratoconus  are  that 
it  is  extraocular,  easy  to  perform,  reversible,  and  virtually 
free  from  immunologic  rejection,”  say  Marguerite  B. 
McDonald,  MD,  of  the  Lions  Eye  Research  Laboratories, 
Louisiana  State  University  Medical  Center  School  of 
Medicine,  and  collegues.  “This  is  the  first  time  that  a new 
ophthalmic  procedure  has  been  carefully  studied  in  a 
prospective  fashion...  before  the  surgical  technique  has 
been  widely  disseminate  to  and  performed  by  the 
ophthalmic  community  at  large,”  they  observe. 


NUMBER  OF  SEX  PARTNERS  RISK  FACTOR  FOR 
HEPATITIS  B TRANSMISSION 


A study  in  JAMA  says  white  heterosexuals  raise  their 
chances  of  hepatitis  B (HBV)  infection  as  they  increase 
their  number  of  sex  partners,  and  the  risk  is  independent 
of  other  known  risk  factors  for  the  disease. 

The  same  sex-related  risk  factors  were  not  found  tor 
black  heterosexuals,  but  the  study,  by  Miriam  J.  Alter, 
PhD,  of  the  Centers  for  Disease  Control  in  Atlanta,  and 
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colleagues,  says  that  could  be  due  to  a small  sample  size. 

For  white  heterosexuals  studied,  the  report  says  the 
risk  of  HBV  infection  increased  three  to  11  times  for 
those  with  the  greatest  numbers  of  sex  partners.  HBV  risk 
also  was  associated  with  a history  of  multiple  episodes  of 
other  sexually  transmitted  diseases  (STD),  the  researchers 
say. 

Hepatitis  B was  first  recognized  as  a disease 
transmitted  by  blood  transfusion  and  needle  exposure 
(e.g.,  by  drug  abusers  and  health  care  workers).  Sexual 
contact  later  was  found  to  play  a major  role,  with 
homosexual  men  generally  considered  at  greatest  risk  for 
acquiring  HBV  as  a result  of  sexual  activity. 

The  new  study,  seeking  to  determine  whether  hetero- 
sexual activity  alone  was  a risk  factor,  analyzed  data  from 
384  patients  from  the  Maricopa  County,  Ariz.,  Health 
Department,  STD  clinic,  and  436  students  at  the 
University  of  Texas  at  Austin.  The  researchers  quantified 
sexual  activity  and  controlled  for  other  risk  factors.  Of 
the  STD  patients,  those  reporting  five  or  more  sex 
partners  in  the  previous  four  months  had  more  than  four 
times  the  risk  of  HBV  infection  than  those  with  fewer 
than  five  partners.  For  patients  wiht  50  or  more  lifetime 
partners,  the  HBV  risk  was  more  than  triple  that  of  those 
with  fewer  than  50. 

Of  the  students,  those  with  three  or  more  recent 
partners  were  1 1 times  more  likely  to  be  infected  with 
HBV  than  those  with  fewer  than  three.  There  was  a direct 
but  not  statistically  significant  relationship  between  HBV 
infection  and  the  number  of  different  lifetime  sex 
partners  the  students  reported. 

“Heterosexually  active  persons  with  multiple  sexual 
partners  are  at  increased  risk  of  contracting  HBV  infec- 
tion,” the  study  finds.  “This  risk...  may  reach  a level 
similar  to  that  of  other  groups  previously  recognized  to 
be  at  moderate  to  high  risk  of  acquiring  HBV  infection.” 
The  study  says  such  sex-related  factors  could  be  used  to 
identify  people  at  risk  for  infection  who  would  benefit 
from  intervention  with  HBV  vaccine. 

In  explaining  the  findings  among  the  black  study 
subjects,  the  report  notes  the  suggestion  that  non-whites 
are  more  likely  to  acquire  HBV  in  childhood,  when 
wellknown  risk  factors  like  drug  abuse  or  sexual  activity 
are  less  important.  If  this  higher  “background  rate”  is  a 
result  of  childhood  infection,  the  study  says,  “finding  an 
association  between  risk  of  infection  and  sexual  activity 
in  adults  (in  the  study)  may  have  been  precluded  by  the 
small  sample  size.” 

In  an  accompanying  editorial,  Bruce  Dan,  MD,  JAMA 
senior  editor,  offers  a possible  explanation  for  the  finding 
that  the  risk  of  hepatitis  B infection  increases  sharply 
when  individuals  reach  a certain  number  of  sexual 
partners. 

“Those  individuals  who  have  more  than  a specific 
number  of  sexual  partners  have  a lifestyle  and  engage  in 
sexual  practices  that  put  them  in  a pool  of  individuals 
with  a high  prevalence  of  hepatitis  B viris,”  Dan  suggests. 
“Those  people  whose  sexual  exposures  are  fewer  than 
those  in  the  high-risk  group  come  into  contact  with  only 
those  people  with  a low  prevalence  for  the  virus.” 


NICOTINE  GUM  COST-EFFECTIVE  ADJUNCT 
TREATMENT  FOR  SMOKERS 

Nicotine  gumm,  when  offered  in  conjunction  with  a 
physician’s  advice  and  counseling,  is  a cost-effective 
therapy  for  smokers,  according  to  a study  in  JAMA. 

Gerry  Oster,  PhD,  of  Policy  Analysis,  Inc.,  Brookline, 
Mass.,  and  colleagues  considered  the  cost-effectiveness  of 
this  intervention  in  a hypothetical  group  of  250  smokers 
seen  during  routine  office  visits.  Cost  was  based  on  the 
amount  of  physicians’  time  required  to  prescribe  the 
gum,  as  well  as  costs  to  the  patients  of  purchasing  it. 
Cost-effectiveness  was  expressed  in  terms  of  cost  (in  1984 
dollars)  per  year  of  life  saved  among  all  patients  offered  a 
prescription. 

“Assuming  a 25  percent  compliance  rate,  we  calculate 
that  only  63  patients  of  a total  of  250  who  are  prescribed 
the  gum  will  actually  use  it,”  the  researchers  say.  “Of 
these  63  patients,  four  (6. 1 percent)  will  give  up  smoking; 
only  three  of  these  patients  (4.5  percent)  would  have  done 
so  with  physician’s  advice  alone.” 

Costs  per  year  of  life  saved  range  from  $4, 1 1 3 to  $6,465 
for  mean  and  from  $6,880  to  $9,473  for  women,  with 
cost-effectiveness  highest  for  patients  between  45  and  54 
years  of  age. 

“Our  findings  suggest  that  nicotine  gum  therapy 
compares  favorably  with  other  widely  accepted  medical 
practices,  eg,  the  treatment  of  hypertension  or  hypercho- 
lesterolemia,” the  researchers  say. 

They  note  that  pharmacologic  treatment  of  moderate 
hypertension  in  men  aged  40  to  50  years  has  been 
estimated  to  cost  $1 1,300  (in  1984  dollars)  per  year  of  life 
saved,  while  treatment  with  cholestyramine  resin,  a 
cholesterol-lowering  drug,  has  been  estimated  to  cost 
$126,000  for  each  additional  year  of  life  gined. 

The  researchers  add  that  since  their  calculations  do  not 
reflect  quality  of  life,  the  cost-effectiveness  of  nicotine 
gum  may  be  even  graeter;  it  requires  a shorter  period  of 
use  and  may  cause  relatively  minor  side  effects,  compared 
to  drug  treatments. 

In  the  Letters  section  of  the  same  JAMA  issue,  Blake 
Cady,  MD,  of  New  England  Deaconess  Hospital, 
Boston,  says  that,  based  on  estimates  for  Massachusetts, 
much  of  the  dollar  cost  of  the  cigarette  habit  is  borne  by 
the  75  percent  of  the  population  that  doesn’t  smoke. 
Insurance  premiums  should  be  adjusted  to  reward 
nonsmokers,  he  suggests. 

Each  smoker  in  Massachusetts  incurs  an  additional 
$740  per  year  in  medical  care  costs,  Cady  says.  “The 
average  yearly  medical  cost  unrelated  to  tobacco  injury 
and  illness  per  capita  is  $1491...  and  the  annual  medical 
cost  for  each  smoker  is  $2231.  This  extra  medical  cost 
related  to  tobacco  is  $1.55  per  package  of  cigarettes,  or 
7.8  cents  per  cigarette.” 

“Health  insurance  rates  do  not  separate  premiums  by 
personal  health  habits,  although  some  life  insurance 
companies  are  now  marketing  reduced-rate  policies  for 
nonsmokers,”  he  observes. 

JAMA  September  12,  1986 
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ACELLULAR  DTP  VACCINE  CAUSES 
FEWER  REACTIONS 


Two  research  groups  writing  in  the  September 
American  Journal  of  Diseases  of  Children  report  encourag- 
ing results  of  studies  comparing  a conventional  diphtheria- 
tetanus-pertussis  (DTP)  vaccine  with  a new  DTP  vaccine 
using  an  acellular,  or  partially  purified,  pertussis 
component.  The  studies,  by  researchers  at  the  Vanderbilt 
University  School  of  Medicine  and  UCLA  School  of 
Medicine,  involved  a total  of  100  children  aged  18  to  24 
months  and  40  children  aged  4 to  6 years.  Both  reports 
compared  an  accelular  pertuassis  component  vaccine, 
developed  for  use  in  Japan,  with  the  standard,  whole-cell 
pertussis  component  type.  Antibody  response  to  both 
vaccines  was  comparable,  but  the  acellular  variety  caused 
far  fewer  reactions,  such  as  fever,  redness,  tenderness, 
swelling,  fretfulness  and  vomiting.  Both  studies  cautioned, 
however,  that  additional  trials  are  needed  to  fully 
evaluate  the  efficacy  of  the  cellular  vaccine. 


FIBROCYSTIC  BREAST  DISEASE  APPARENTLY 
NOT  LINKED  TO  CAFFEINE 


Foods  and  beverages  containing  caffeine  have  been 
implicated  as  a cause  or  key  factor  in  the  progression  of 
fibrocystic  breast  disease  (FBD),  which  is  common  in 
women.  But  a review  of  available  medical  literature  finds 
“weak  evidence  for  any  association  between  caffeine  and 
FBD,”  says  a report  in  the  'SsQ^XQmbQX  Archives  of  Internal 
Medicine.  The  review,  by  Wendy  Levinson,  MD,  and 
Patrick  M.  Dunn,  MD,  of  Good  Samaritan  Hospital  and 
Medical  Center,  Portland,  Ore.,  examined  nine  studies  on 
caffeine  and  FBD  conducted  since  a 1979  report  that  first 
raised  the  possibility  of  such  a link.  Of  these,  five  found 
no  consistent  ralationship  between  caffeine  and  develop- 
ment of  FBD  and  two  found  only  a weak  association. 
“Some  women  may  continue  to  limit  their  caffeine 
ingestion  in  an  attempt  to  decrease  symptoms  of  FBD,” 
Levinson  and  Dunn  write.  “However,  on  the  basis  of  this 
review,  we  do  not  recommend  that  physicians  routinely 
counsel  otherwise  healthy  women  with  FBD  to  avoid 
caffeine.” 

ALCOHOL  INCREASES  DRIVER  RISK  OF 
SERIOUS,  FATAL  INJURY 

Contrary  to  popular  belief,  drivers  who  drink  alcohol 
are  two  to  four  times  more  likely  to  suffer  serious  or  fatal 
injuries  in  accidents,  according  to  a report  in  JAMA. 

The  study,  by  Patricia  F.  Waller,  PhD,  of  the 
University  of  North  Carolina  School  of  Public  Health, 
Chapel  Hill,  and  colleagues,  debunks  the  myth  that 
alcohol  may  protect  drivers  from  serious  injury.  The 
study  found  the  increased  risk  of  injury  for  drivers  using 
alcohol  is  greatest  in  crashes  at  relatively  low  speeds  with 


relatively  little  vehicle  damage. 

The  authors  note  that  studies  using  animals  have 
indicated  that  alcohol  potentiates  such  acute  injuries  as 
hypovolemic  shock,  myocardial  contusion  and  cerebral 
or  spinal  cord  injury.  Previous  studies  of  vehicle 
accidents,  however,  have  failed  to  establish  a definite 
relationship  between  alcohol  use  and  injury  severity. 

Waller  and  colleagues  analyzed.data  from  automobile 
crashes  in  North  Carolina  during  a five-year  period, 
which  included  information  on  more  than  1 million 
drivers.  They  examined  the  association  between  alcohol 
and  driver  injury  and  death,  taking  into  account  other 
variables  such  as  crash  type,  speed,  and  vehicle 
deformation. 

“Overall,  taking  differences  in  vehicle  deformation 
and  accident  type  into  account,  the  proportion  of 
alcohol-involved  drivers  killed  was  3.85  times  the  propor- 
tion killed  who  were  not  alcohol  involved,”  the 
researchers  say.  “Moreover,  the  relative  differences 
between  the  two  groups  were  greatest  in  the  less 
damaging  crashes.”  Alcohol-using  drivers  were  4.45 
times  more  likely  to  be  killed  in  the  least  damaging 
accidents,  and  1.83  times  more  likely  to  be  killed  in  the 
most  severe  crashes. 

When  considering  accident  type  and  speed  at  the  time 
of  the  crashes,  the  overall  increased  risk  of  death  for 
alcohol-involved  drivers  was  2.25  times  that  of  other 
drivers.  In  a separate  comparison  that  included 
additional  variables  such  as  driver  age,  car  weight  and 
seat  belt  use,  “alcohol-involved  drivers  were  found  to 
have  serious  and  fatal  injury  rates  (proportions)  that  were 
1.73  to  2.09  times  a high  as  those  of  their  non-alcohol- 
involved  counterparts,”  the  study  notes. 

“These  findings  do  not  support  the  widespread  belief 
that  alcohol  is  protective  against  injury,  but  rather 
indicate  that  alcohol  increases  vulnerability  to  injury  in 
any  given  crash,”  the  researchers  conclude. 

JAMA  September  19,  1986 


PREGNANCIES,  BIRTH  RESULT  FROM 
NON-SURGICAL  OVUM  TRANSFER 


A letter  in  the  Journal  of  the  American  Medical 
Association  reports  using  non-surgical  ovum  transfer  to 
achieve  a birth  and  an  ongoing  pregnancy  in  two  women 
lacking  ovarian  function.  Leonardo  Formigli,  MD,  and 
Graziella  Formigli,  of  the  University  of  Pavia  Medical 
School,  Pavia,  Italy,  and  Fertility  and  Genetics  Research, 
Inc.,  Chicago,  say  ova  fertilized  in  vivo  were  recovered 
non-surgically  from  artifically  inseminated  donors.  Each 
then  was  transferred  to  the  infertile  patient.  One  woman 
delivered  a healthy,  2,300-gram  infant  and  the  other’s 
pregnancy,  at  last  word,  was  proceeding  normally.  The 
authors  say  this  is  the  first  report  of  a live  birth  through 
non-surgical  ovum  transfer  in  a woman  with  ovarian 
failure  and  write  that  the  technique  “will  be  a practical 
and  efficient”  one  for  such  patients. 
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REPORT  IMPROVED  LASER  TREATMENT  OF 
PORT  WINE  STAINS 


The  argon  laser  has  become  a standard  treatment  for 
port  wine  stains  (PWS),  benign  skin  discolorations 
caused  by  congenital  vascular  malformation.  This  tool 
has  been  used  successfully  for  years  but  often  damages 
the  outer  layer  of  a patient’s  skin  as  it  removes  the  stain. 
Carbon  dioxide  lasers  also  have  been  used,  with  similar 
effects.  But  in  the  September  Archives  of  Dermatology, 
Oon  Tian  Tan,  MD,  of  the  Boston  University  School  of 
Medicine,  and  colleagues,  report  that  a pulsed  yellow 
tunable  dye  laser  caused  highly  selective  damage  to  the 
stain-causing  blood  vessls  in  three  patients  with  minimal 
injury  to  the  overlying  skin.  “Although  larger  and  longer- 
term  clinical  trials  are  necessary  to  fully  evaluate  this  new 
treatment  modality,  it  appears  that  pulsed  yellow  laser 
radiation  offers  a more  selective,  less  traumatic,  and 
probably  superior  form  of  treatment  for  PWSs,”  they 
write. 


DRUG  MAY  PROTECT  AGAINST 
POSTSURGICAL  IMMUNE  DEFECTS 


Indomethacin,  a non-steroidal  anti-inflammatory 
agent,  seems  to  reverse  of  decrease  an  immunologic 
defect  that  commonly  occurs  after  major  trauma  or 
surgery,  according  to  a report  in  the  September  Archives 
of  Surgery.  Thomas  S.  Kupper,  MD,  of  the  Yale 
University  School  of  Medicine,  and  colleagues,  say  that 
of  19  patients,  1 1 demonstrated  depressed  response  of 
peripheral  blood  mononuclear  cells  to  phytohemagglu- 
tinin, five  to  seven  days  after  surgery.  Eight  of  the 
patients  developed  infectious  complications,  the  report 
notes.  “The  addition  of  indomethacin  to  in  vitro  cultures 
resulted  in  an  average  enhancement  of  the  PHA  response 
of  37  percent  of  baseline,”  the  researchers  say.  They 
caution,  however,  that  more  studies  are  needed  to  define 
the  risks  and  benefits  of  the  drug  before  it  can  used  for 
this  purpose  in  patients. 


ETHICAL  GUIDELINES  PROPOSED  FOR  AIDS 
ANTIBODY  SCREENING 


Universsal  mandatory  screening  for  human  immuno- 
deficiency virus  (HIV)  antibodies  is  not  appropriate, 
according  to  a report  from  the  Hastings  Center, 
published  in  JAMA.  Such  screening  can  be  justified  only 
when  a therapeutic  intervention  is  available  or  when  an 
infectious  state  puts  others  at  risk  through  casual  contact, 
and  neither  is  the  case  with  AIDS,  the  report  adds. 

The  Hastings  report  supports  continued  mandatory 
screening  of  all  donated  blood,  as  well  as  voluntary 
screening  by  members  of  high  risk  groups.  It  outlines  rare 


situations  in  which  mandatory  screening  or  a breach  of 
confidentiality  may  be  justified,  and  proposes  ethical 
guidelines  to  be  used  in  evaluating  screening  programs. 

Ronald  Bayer,  PhD,  and  colleagues,  of  the  Hastings 
Center,  Hastings-on-Hudson,  NY,  say  all  screening 
programs  should  be  evaluated  according  to  ethical  prin- 
ciples based  on  respect  for  people,  the  harm  principle, 
beneficence,  and  justice.  Among  their  recommendations: 
the  purpose  of  the  screening  must  be  ethically  acceptable, 
and  its  means  and  intended  use  must  be  appropriate  to 
the  purpose;  persons  must  be  notified  that  screening  will 
take  place,  and  should  be  informed  about  the  results; 
sensitive  and  supportive  counseling  programs  must  be 
available  to  interpret  results,  and  confidentiality  must  be 
protected. 

“The  most  important  potential  benefit  of  the 
knowledge  of  a positive  test  result  to  an  individual  is  the 
motivation  to  change  behavior  that  puts  others  at  risk,” 
the  researchers  say,  adding  that  appropriate  legislation  or 
administrative  regulations  should  be  designed  to  protect 
confidentiality  of  test  results.  Only  in  rare  cases  would 
public  health  reasons  justify  a breach  of  confidentiality; 
for  example,  if  a seropositive  individual  was  found  to 
have  recently  donated  blood,  the  blood  collection  agency 
should  be  told  immediately. 

“Under  no  circumstances  should  test  results  be  used  in 
ways  that  bear  no  relationship  to  legitimate  public  health 
concerns,”  the  report  warns,  adding  the  only  employ- 
ment situations  in  which  mandatory  screening  might  be 
justified  are  prostitution  or  health  care  involving  the 
treatment  of  open  wounds. 

The  researchers  describe  the  military’s  routine  HIV 
screening  of  all  recruits  and  active  duty  personnel  as 
“troubling”  because  other  reasons  may  be  concealed 
under  the  guise  of  public  health.  Policies  against  homo- 
sexuality and  drug  use,  foreign  governments’  concerns 
about  exportation  of  AIDS,  and  desire  to  avoid  the 
economic  burden  of  AIDS  should  be  addressed  directly, 
they  say,  not  masked  as  public  health  issues. 

Finally,  the  report  suggests  that  persons  at  high  risk  for 
developing  AIDS  have  a moral  obligation  to  take  all 
possible  steps  to  prevent  harm  to  others,  and  this  includes 
voluntarily  taking  the  antibody  test.  “Public  health 
authorities  and  clinicians  should  actively  encourage  the 
use  of  such  tests,  to  be  taken  anonymously  or  with  strict 
confidentiality  protections,”  the  report  says. 

In  the  JAMA  issue,  the  National  Institutes  of  Health 
presents  a consensus  conference  report  on  the  public 
health  impact  of  routine  HIV  antibody  testing  of  blood 
and  plasma  donors.  Although  tests  for  infected  blood  are 
not  yet  optimally  effective,  widespread  use  of  the  ELISA 
and  confirmatory  Western  Blot  tests  has  sharply  reduced 
the  likelihood  of  transmitting  HIV  through  blood 
products,  the  report  says.  The  consensus  conference  was 
held  July  7-9,  1986 

The  report  concurs  with  the  Hastings  Center  study 
about  the  responsibility  of  blood  banks  to  assist  hospitals 
and  physicians  with  accurate  information  regarding 
seropositive  donors  who  have  made  previous  donations. 

There  is  uniform  agreement  that  autologous  blood  is 
the  safest  form  of  transfusion,  the  NIH  report  says. 
“Blood  banks  and  blood  centers  should  make  this  option 
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available  to  all  qualified  healthy  people  with  a scheduled 
elective  operation,  simplify  the  donation  process  to  the 
extent  possible,  and  inform  physicians  about  the 
advantages  and  mechanics  of  this  approach.” 

Since  no  method  of  donor  screening  can  totally 
eliminate  risk  of  HIV  transmission  through  blood,  new 
methods  must  be  developed  to  inactivate  or  remove  HIV 
from  blood  products,  especially  those  produced  from 
plasma  pooled  from  many  donors,  the  report  says.  To 
circumvent  this  problem,  the  development  of  recombi- 
nant DNA  products  is  encouraged. 

Nothing  that  many  questions  remain  regarding  false- 
positive test  results,  the  lenght  of  HIV  incubation,  and 
privacy  and  confidentiality  issues,  the  report  concludes, 
“Every  aspect  of  the  problem  requires  continuing 
research.” 

In  a related  study  from  the  Centers  for  Disease  Control 
in  Atlanta,  Janine  Jason,  MD,  and  colleagues  compared 
hemophiliacs  who  did  and  did  not  receive  blood  factors 
VIII  and  IX  from  lots  that  had  been  withdrawn  because 
one  donor  later  developed  AIDS.  Exposed  and  nonex- 
posed  hemophiliac  patients  did  not  differ  significantly  in 
prevalence  of  HIV  antibody,  or  in  results  of  other 
immune  tests,  the  researchers  say. 

“The  results  of  our  first  evaluation  of  these  recipients 
are  not  reassuring,  in  that  they  support  previous  data 
indicating  a high  prevalence  of  HIV  antibody  in  persons 
with  hemophilia  A in  the  United  States,”  they  conclude. 

JAMA  October  31,  1986 


SURVEY:  WIDE  DIVERSITY  IN  WHAT 
CONSTITUTES  “ROUTINE  CARE” 


A survey  of  medical  groups  providing  prenatal  and 
gynecological  care  finds  considerable  disagreement 
among  clinicians  as  to  what  should  constitute  “routine” 
care,  JAMA  reports. 

The  study,  by  Michael  J.  Hughey,  MD,  of  the 
Nortwestern  University  School  of  Medicine,  Chicago, 
indicates  that  in  actual  clinical  practice,  “many  providers 
of  care  don’t  adhere  to  routines  recommended  by 
textbooks,  professional  groups  or  legal  precedent,”  and 
this  leads  to  the  diversity  “routine”  care. 

Hughey’s  study  involved  information  provided  by  a 26 
prepaid  medical  groups  throughout  the  U.S.  that 
represented  nearly  1.7  million  members  and  performed 
nearly  26,000  deliveries  annually.  Each  group  was 
questioned  about  assorted  tests,  protocols  for  frequency 
of  visits  and  routine  clinical  care  provided. 

For  obstetrical  patients,  all  or  most  groups  offered  a 
number  of  routine  tests  and  assessments  per  prenatal  visit 
or  at  least  once  during  pregnancy,  the  study  found.  These 
included  maternal  weight,  blood  pressure,  urinalysis, 
blood  count,  Rh  testing.  Pap  smear,  Doppler  monitoring 
of  fetal  heart  rate,  childbirth  education  and  amniocen- 
tesis in  older  women. 

But  the  study  notes  wide  variation  in  other  types  of 
services  offered.  For  example,  21  percent  of  the  groups 


routinely  offered  an  ultrasound  scan  despite  the  conclu- 
sions of  a National  Institutes  of  Health  Consensus  Panel 
that  “the  data...  do  not  allow  a recommendation  for 
routine  screening  at  this  time.” 

“Perhaps  the  routinely  scanned  patients  are  the 
fortunate  few  who  are  seeing  enlightened  physicians. 
Perhaps  they  are  victims  of  obstetricians  who  are  too 
quick  to  recommend  new,  inadequately  tested  proce- 
dures,” the  study  says. 

The  report  also  notes  that  only  1 1 percent  of  pregnant 
women  were  offered  serum  alpha-fetoprotein  screening 
to  detect  neural  tube  defects,  but  that  “does  not  mean 
that  those  who  offer  it  are  wrong  and  should  stop  offering 
the  test.”  Similarly,  the  fact  that  92  percent  of  pregnant 
women  were  offered  Doppler  ultrasound  evaluation  of 
the  fetal  heart  at  each  prenatal  visit  “does  not  mean  that 
those  using  the  Doppler  are  right  to  do  so  and  should 
continue.” 

Variation  also  was  found  in  the  “routine”  care  of 
gynecological  patients.  Less  than  half  the  groups  offered 
annual  urinalysis  and  less  than  a third  offered  an  annual 
complete  blood  count.  Two-thirds  offered  menopausal 
counseling  and  estrogen  therapy  to  menopausal  women, 
but  only  a quater  to  a half  routinely  asked  about  diet, 
exercise,  smoking  and  alcohol  habits  and  sexual  issues. 

While  acknowledging  the  study’s  limitations,  includ- 
ing the  possibility  that  the  respondents  might  not  be  truly 
reprensentative  of  prepaid  group  practice  or  might  have 
incomplete  knowledge  of  their  group’s  routine  practice 
habits,  “some  fundamental  truths  are  domonstrated”  by 
the  survey,  Hughey  says. 

“Those  purists  who  believe  they  have  found  the  ‘right’ 
methods  of  delivering  routine  prenatal  and  gynecologic 
care  should  note  that  in  many  cases,  substantial  numbers 
of  practitioners  will  disagree  with  them,”  he  says.  “Those 
physicians  who  are  uncertain  of  the  best  approach  to 
routine  care  should  be  pleased  to  find  the  diversity  of 
clinical  practice  demonstrated  here.” 

JAMA  October  3,  1986 
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Un  emblema 
que  es  una 
garantía... 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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¡Entre  a lo  grande  en  el 
mundo  exclusivo  de  BMW! 

El  BMW  325  ha  logrado  en 
un  automóvil  compacto  más 
de  lo  que  uno  grande  de  otras 
marcas  puede  ofrecer:  en 
lujo,  prestaciones,  tecnología 
y equipamiento.  El  BMW  325 
tiene  toda  la  personalidad 
joven,  brillante  y progresiva 
que  necesitan  aquellos 
conductores  que  hacen  de  la 
elección  de  su  automóvil  un 
acto  de  inteligencia  y 
demostración  de  su  personal 
estilo.  Los  BMW  325,  en  sus 
versiones  de  2 ó 4 puertas, 
ofrecen  el  máximo  espacio 
y confort,  siempre  con  el 
poderoso  motor  de  6 cilindros 
BMW,  el  más  completo 
equilibrio  entre  potencia, 
suavidad  y economía.  Y 
además  la  sofisticada 
tecnología  electrónica  BMW, 
junto  a un  completo 
equipamiento:  “Check 
Control”,  “Digital  Motor 
Electronic  (DME)”,  Indicador 
de  Intervalos  de  Servicio, 
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BMW325-ESyel  BMW 
325-E,  equipan  de  serie  el 
sistema  antibloqueo  de  frenos 
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“automatic  speed  control”. 

Y espoiler  trasero,  asientos 
deportivos  y suspensión 
especial  en  el  BMW  325-ES. 
Versiones  del  BMW  325. 
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LO  ULTIMO  EN  TECNOLOGIA 


Columna  del  Editor 


NUESTRA  PORTADA 


Se  completa  con  este  número  otro  volumen  más  del 
Boletín  de  la  Asociación  Médica  de  Puerto  Rico.  Al 
finalizar  el  año  y llegar  el  momento  de  la  autoevaluación 
la  Junta  Editora  piensa  que  la  labor  encomendada  por  el 
Presidente  ha  sido  completa.  Se  ha  logrado  continuar  la 
diversificación  de  artículos  publicados  para  mantener 
una  armonía  entre  la  heterogénea  matrícula  que  lo  recibe. 
Se  ha  logrado  mantener  la  alta  calidad  científica  de  los 
trabajos  gracias  a la  excelente  y desinteresada  labor  de 
nuestros  árbitros.  La  revista  circula  puntualmente  y le 
deja  beneficios  económicos  a nuestra  Asociación.  Estos 
dos  últimos  aspectos  tan  importantes  son  el  resultado  de 
la  dedicada  labor  que  a diario  realiza  el  Sr.  Primitivo 
Pagán  para  nuestra  institución,  por  lo  cual  le  estamos 
muy  agradecidos. 

Vaya  también  nuestro  agradecimiento  a todos  los 
colaboradores  de  la  revista.  Tanto  a los  colaboradores 
científicos  como  a los  comerciales,  tanto  a aquellos  cuyos 
trabajos  han  sido  publicados  como  a los  que  no  lo  han 
logrado.  Reconocemos  la  intención  de  colaborar  con 
nuestra  revista  y de  divulgar  la  experiencia  médica  de 
cada  cual,  sin  embargo  hay  unas  normas  editoriales  que 
son  indispensables  para  poder  publicar  los  trabajos 
sometidos  y la  mayoría  de  las  veces  no  se  cumplen. 
Escribir  es  parte  esencial  de  la  profesión  médica,  pero 
pocos  pueden  hacerlo  sin  pasar  grandes  trabajos.  La 
habilidad  para  escribir  se  obtiene  por  el  estudio  y la 
práctica,  si  no  se  persevera  jamás  se  logra. 

Mucha  salud,  mucho  éxito  y mucho  trabajo  en  1987 
son  los  deseos  de  la  Junta  Editora  del  Boletín  de  la 
Asociación  Médica  de  Puerto  Rico  a todos  nuestros 
lectores. 


ASOaACOM  MEDICA  DE  PUERTO  RICO 
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Trulla  de  Navidad.  Cartel  de  Rafael  Tufiño,  artista  puertorriqueño 
nacido  en  Nueva  York  en  1922.  Comenzó  sus  estudios  de  pintura  en 
Puerto  Rico  con  el  maestro  español  Sánchez-Felipe.  Más  tarde  con  la 
ayuda  de  Juan  Rosado  que  presidia  la  “American  Artist  Professional 
League”  se  traslada  de  México  y prosigue  estudios  en  la  Academia  San 
Carlos.  Allí  está  bajo  la  dirección  de  Chavez,  Morado,  Castro-Pacheco, 
Luna  y otros  maestros  de  las  artes  plásticas  mexicanas.  Regresa  a 
Puerto  Rico  años  más  tarde  y se  integra  al  talento  del  la  División  de 
Educación  de  la  Comunidad  (DIVEDCO)  del  Departamento  de 
Instrucción  Pública.  Tufiño  ha  participado  en  multiples  exposiciones 
colectivas  e individuales  tanto  localmente  como  en  el  extranjero. 

La  obra  que  aparece  en  la  portada  fue  hecha  en  DIVEDCO  para  la 
Navidad  de  1976  y refleja  el  espíritu  festivo  tan  característico  de  la 
época.  Este  cartel  está  considerado  como  uno  de  los  mejores  de  Tufiño  y 
podemos  ver  en  él  la  implementación  de  los  tonos  azules  que  junto  con 
diferentes  matices  de  violeta  aparecen  en  sus  obras.  Es  por  ello  que  en  el 
ambiente  artístico  se  reconoce  a este  destacado  artista  como  “El 
Maestro  de  los  Azules”. 

La  Asociación  Médica  de  Puerto  Rico  agradece  al  autor  y al 
Dr.  Angel  L.  Rodríguez-Rosado,  propietario  del  cartel,  su  gentileza  al 
proveernos  este  valioso  material  para  nuestra  portada. 


• ' 
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Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 
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AGRADECIMIENTO  A COLABORADORES 


La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico  quiere  al  finalizar  este 
año  testimoniar  su  agradecimiento  a una  serie  de  personas  que  nos  brindaron  en  todo  momento  su 
valiosa  cooperación  y desinteresada  ayuda. 

Algunos  realizaron  la  difícil  labor  de  evaluar  los  trabajos  para  publicación,  otros  proveyendo 
asesoramiento  y algunos  supliendo  material  gráfico  de  interés. 

El  Boletín  ha  tenido  un  año  exitoso,  las  metas  propuestas  fueron  alcanzadas  y superadas; 
nuestra  revista  volvió  a dejar  beneficios  a la  Asociación  Médica;  recibimos  felicitaciones 
nacionales  y del  exterior  y sobretodo  nuestra  matrícula  continúa  manifestando  su  endoso 
unánime.  La  ayuda  de  estas  personas  permitió  esto  se  lograse.  A todas  ellas  nuestra  mas  sinceras 
gracias  y profundo  agradecimiento. 
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Current  Issues  in  Laboratory  Medicine 


Laboratory  Medicine  or  Clinical  Pathology  is  the  art  and  science  of  clinical  diagnosis 
and/or  prognosis  via  laboratory  methods.  It  encompasses  such  diverse  areas  as 
microbiology,  clinical  chemistry,  hematology,  clinical  immunology,  immunohemato- 
logy  and  medical  microscopy. 

In  today’s  age  of  technology  this  medical  specialty  is  rapidly  changing.  Advances  in 
such  fields  as  computers,  lasers,  molecular  biology  and  genetic  engineering  have 
revolutionized  the  Medical  Laboratory  Service.  The  time  when  every  practitioner  of 
medicine  was  knowledgeable  in  the  sensitivity,  specificity  and  predictive  value  of  every 
laboratory  test  is  long  gone.  Not  only  is  the  Laboratory  Medicine  specialist  essential  as  a 
medical  consultant  for  the  cost-efficient  ordering  and  the  interpretation  of  diagnostic 
laboratory  tests,  but  he/she  also  plays  a pivotal  role  in  the  quality  assurance  of  the  service 
provided  by  the  clinical  laboratory. 

In  an  effort  to  provide  the  medical  community  with  up  to  date  information  in  the  best 
use  of  laboratory  methods  for  diagnostic  purposes,  the  President  of  the  Editorial  Board 
invited  me  to  establish  this  section.  The  section,  entitled  Current  Issues  in  Laboratory 
Medicine,  is  meant  to  serve  as  a forum  through  which  specialists  in  Laboratory  Medicine 
can  address  important  issues  in  this  field.  Topics  will  range  from  analytical  or  technical 
information  on  a laboratory  procedure  or  instrument  to  algorithms  for  the  establishment 
of  a diagnosis. 

In  our  first  article  Dr.  Juan  Sánchez  from  the  Department  of  Pathology  and 
Laboratory  Medicine  of  the  Dr.  Ramón  Ruiz-Arnau  University  Hospital  at  Bayamón 
addresses  the  use  of  the  whole  blood  clotting  time  in  the  diagnosis  of  coagulation 
disorders.  This  concise  review  article  was  motivated  by  the  not  uncommon  request  for 
clotting  time  evaluation,  a test  we  no  longer  perform  in  our  department. 


Manuel  A.  Marcial,  MD,  FCAP 

Associate  Professor  of 
Pathology  and  Biochemistry 
Director,  Laboratory  Medicine 
School  of  Medicine 
Universidad  Central  del  Caribe 
Bayamón,  Puerto  Rico 
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DERMATOLOGY  DIAGNOSIS 


Pablo  I.  Almodovar,  MD,  FAAD 


This  is  a young  adult  female  that  for  the  past  three  years  has  developed  a hypopigmented 
macule  with  an  advancing  serpiginous  border  on  the  left  arm.  The  lesion  was  asymptomatic. 
The  patient  received  treatment  with  topical  and  systemic  antifungal  agents,  without 
improvement.  She  found  that  the  area  of  decreased  pigment  was  anesthetic  and  went  to  see  a 
neurologist  who  referred  her  to  our  clinic. 


WHAT  IS  YOUR  DIAGNOSIS? 

a)  Tinea  corporis 

b)  Chronic  contact  dermatitis 

c)  Tuberculoid  leprosy 

d)  Psoriasis 

e)  Vitiligo 


Department  of  Dermatology.  Medical  Sciences  Campus,  University  of 
Puerto  Rico,  Rio  Piedras,  Puerto  Rico 


514 


Dermatology  Diagnosis 

Tuberculoid  Leprosy 

Most  practicing  physicians  in  Puerto  Rico  have  had 
little  training  or  clinical  experience  in  the  diagnosis  or 
treatment  of  leprosy.  The  influx  of  immigrants  to  our 
island  in  recent  years  and  the  number  of  native  cases 
make  it  essential  that  we  become  more  aware  of  this 
health  problem.  During  the  past  40  years  considerable 
progress  has  been  made  and  today  there  is  no  excuse  to 
mantain  the  fears  surrounding  this  disease.  We  know 
now  that  isolation  of  patients  is  rarely  advisable  and  is  no 
longer  legally  required. 

Although  leprosy  is  considered  by  most  an  ancient 
disease,  it  was  not  until  1874  when  the  causative  agent  was 
first  described  by  Dr.  Hansen  in  Norway  (hence, 
Hansen’s  disease  is  the  eponymun  preferred  by  many). 
Even  at  present  the  Koch’s  postulates  have  not  been 
fulfilled  to  the  satisfaction  although  the  etiological  agent, 
M.  leprae,  has  an  unquestionable  role  in  the  disease. 

The  work  of  Ridley  and  Jopling  with  a classification' 
that  simplified  the  understanding  of  the  spectrum  of  this 
disease  appeared  in  1962.  Since  then  extensive  research 
has  been  done  and  currently  we  have  different 
medications  for  the  treatment  and  control  of  this  disease. 

Classification 

The  overwhelming  majority  of  the  population  are  able 
to  resist  this  infection.  The  disease  affects  only  persons 
with  a specific  defect  in  their  cell-mediated  immunity 
toward  M.  leprae.  A small  percentage  ofthose  exposed  go 
on  to  develop  indeterminate  leprosy.  It  presents  as  small 
and  slightly  hypopigmented  skin  macules  years  after  the 
exposure.  These  lesions  may  or  not  be  anesthetic.  This 
stage  can  heal  by  itself  or  go  into  one  of  the  three  main 
clinical  groups  depending  on  the  immune  status  of  the 
host. 

Tuberculoid  Leprosy  - The  patient  presents  a 
single  or  multiple  flat  hypopigmented,  anesthetic 
lesions  with  a sharp  serpiginous  raised  border. 
Nerve  involvement  is  common  producing  impair- 
ment of  tactile  sensation.  Palpable,  enlarged 
nerves  are  seen  mainly  over  the  extremities:  ulnar, 
median,  great  auricular,  external  popliteal  nerve, 
etc.  Sweating  is  impaired  within  the  lesion  and  it 
shows  hair  loss.  The  patients  presenting  this 
variant  of  the  disease  have  a good  immunological 
response. 

Borderline  leprosy  - This  is  an  unstable  group 
falling  between  the  two  extremes,  tuberculoid  and 
lepromatous.  The  skin  lesions  are  multiple  and 
variable  in  size,  shape  and  color.  The  edges  of  the 
lesion  do  not  show  the  sharp  margins  of  the 
tuberculoid  type.  Damage  to  peripheral  nerves 
may  be  extensive,  leading  to  anesthesia  and 
paralysis. 

Lepromatous  Leprosy  - At  the  beginning  the 
lesions  may  be  single,  but  later  evolve  into 
papules,  nodules  and  plaques  that  affect  on  a 
symmetrical  way  all  skin  except  the  warmer  areas. 
As  the  disease  progresses,  nasal  congestion, 
epistaxis,  eye  involvement,  testicular  atrophy  with 
secondary  gynecomastia,  loss  of  eyebrows,  loss  of 
body  hair  (but  not  scalp  hair),  edema  of  the  legs, 
weight  loss,  loss  of  perspiration,  ulcers,  hepatos- 
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plenomegaly  and  deformities  may  result. 

Lepra  reactions  - Sometimes  the  reactions  are 
the  first  sign  of  leprosy.^  They  can  be  of  two  types: 
Reversal  reaction  (Type  I)  - Occur  in  the 
tuberculoid  to  borderline  side  of  the  spectrum 
an  represent  changes  in  the  immune  status.  It 
affects  not  only  the  skin,  but  the  nerves  as  well 
and  it  will  produce  severe  nerve  damage  if  not 
treated  promptly.  Treatment  requires  the  use  of 
high  doses  of  corticosteroids. 

Erythema  nodosum  leprosum  (Type  II)  - It 
occurs  in  patients  at  the  borderline- lepromatous 
side  of  the  spectrum.  There  are  usually  systemic 
signs  and  symptoms  associated  to  it.  The  severe 
episode  is  best  treated  with  thalidomide  when 
this  medication  is  not  contraindicated  (fertile 
females) 

Diagnosis:  Since  there  are  no  specific  laboratory  tests 
for  leprosy  the  diagnosis  is  done  on  clinical  and 
histopathological  findings.  The  lepromin  test  is  useful  for 
classification  and  prognosis,  but  not  for  diagnosis.  The 
only  way  to  make  the  diagnosis  is  to  bear  leprosy  in  mind 
when  dealing  with  patients  with  impairment  of  sensation, 
enlarged  nerves,  hypopigmented  anesthestic  skin  lesions 
and  the  clinical  signs  previously  discussed. 

Treatment:  It  is  recommended  that  multidrug  regi- 
mens be  followed  in  order  to  minimize  drug  resistance.^ 
The  sulfones  are  still  the  backbone  of  the  treatment  and 
are  used  in  combination  with  drugs  such  as  clofazimine, 
rifampin  and  ethionamide.  These  medications  are  given 
daily  in  the  combination  and  length  of  time  that 
corresponds  to  the  type  of  disease  affecting  a patient  in 
particular.  At  our  clinic  we  follow  the  recommendations 
suggested  by  the  National  Hansen’s  Disease  Center  at 
Carville,  LA.  The  World  Health  Organization  (WHO) 
Study  Group  Regimen  recommends  dapsone  as  the  main 
drug,  but  rifampin  is  given  once  monthly. 

The  goal  in  every  program  against  leprosy  is  to  bring 
all  cases  to  treatment.  In  the  best  conditions  leprosy  can 
be  managed  with  excellent  results  and  very  little 
sequelae  for  the  patient.  Even  in  advanced  cases  the  disease 
can  be  brought  under  control  and  corrective  measures 
taken  to  minimize  the  damage. 

The  Regional  Hansen’s  Disease  Program  (RHDP)  is 
an  activity  in  the  U.S.  Public  Health  Service  within  the 
Department  of  Health  and  Human  Services.  The  RHDP 
is  charged  with  the  responsibility  of  providing  medical 
treatment  for  individuals  with  Hansen’s  disease.  The 
Program  currently  contracts  with  health  care  facilities 
located  in  cities  where  significant  number  of  patients  are 
established.  Medical  care  for  Hansen’s  disease  and 
Hansen’s  disease  related  conditions  are  provided  at  no 
expense  to  the  patient. 

In  Puerto  Rico,  the  contract  facility  is  the  Dermatology 
Department  of  the  University  of  Puerto  Rico.  This  clinic 
is  conducted  at  the  School  of  Medicine  and  has  two 
dermatologists  and  a public  health  nurse  assigned  to  it. 
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VASOMOTOR  SYMPTOMS  THAT 
DEMAND  INTERVENTION 
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PREMARIN  RELIEVES  MODERATE  TO  SEVERE  VASOMOTOR  SYMPTOMS 

Vasomotor  symptoms  are  the  most  common  manifestation  of  the  menopause,  affecting  up  to  7 5%  of 
menopausal  women.  Of  these,  80%  may  suffer  for  more  than  a year  and  up  to  50%  for  more  than  five  years! 
These  symptoms  can  disrupt  a woman’s  life  by  chronically  interrupting  sleep,  resulting  in  anxiety  and 
irritability. 

In  a study  of  postmenopausal  women  suffering  severe  episodes  of  cutaneous  flushing,  symptoms 
improved  markedly  after  administration  of  estrogen^ — the  treatment  of  choice  for  moderate  to  severe  vaso- 
motor symptoms.^  The  estrogen  of  choice  is  PREMARIN,  the  most  widely  prescribed  estrogen  for  over  40 
years.  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P.)  relieves  moderate  to  severe  vasomotor  symptoms 
of  the  natural  menopause,  as  well  as  the  acute  and  often  severe  symptoms  of  surgical  menopause. 


PREMARIN' 

(CON)UGATED  ESTROGENS  TABLETS.  U.S.P) 

I V.T" 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories 


Please  see  last  page  for  brief  summary  of  full  prescribing  information. 


VAGINAL  ATROPHY  THAT 
INTERFERES  WITH  SEXUALITY 


PREMARIN  RESTORES  THE  VAGINAL  ENVIRONMENT 

In  the  postmenopausal  woman,  decreasing  levels  of  estrogen  can  have  devastating  effects  on  a woman’s 
sexual  functioning.  The  pH  of  vaginal  secretions  rises,  promoting  the  growth  of  contaminating  organisms. 
The  vaginal  epithelium  dries  and  thins,  becoming  susceptible  to  irritation,  injury,  and  infection.  Sexual  rela- 
tions may  be  difficult  or  impossible. 

PREMARIN  (Conjugated  Estrogens,  U.S.P.)  Vaginal  Cream  focuses  therapy  at  the  site  of  the  problem. 
Vaginal  dryness  is  relieved,  pH  reverts  to  its  normal  acidity,  and  the  epithelium  thickens  and  becomes  more 
resistant  to  injury  and  infection.  With  the  vaginal  environment  returned  to  its  premenopausal  state,  sexual 
function  may  improve. 

PREMARIN 

(CONJUGATED  ESTROGENS,  U.S.P.) Vaginal  Cream 


© 1985  Ayerst  Laboratories 


Please  see  last  page  for  brief  summary  of  full  prescribing  information. 


Metacarpal  mineral  content  (mg/mm) 


POSTMENOPAUSAL  BONE 
LOSS  THAT  INCAPAOTATES 


Osteoporosis  has  an  enormous  epidemiological  impact;  it  affects  10  million  American  women,  and  26%  of 
all  women  over  age  60.®  The  disease  begins  silently  and  progresses  inexorably  for  15  to  20  years,  until  dis- 
abling complications  occur.^’ 

To  minimize  osteoporotic  damage,  the  condition  must  be  detected  early  and  treated  promptly.  For 
many  patients,  PREMARIN  is  optimal  therapy  for  osteoporosis,  as  part  of  a comprehensive  program  that 
includes  exercise,  good  nutrition,  and  calcium  supplements.  In  a controlled  study  of  postmenopausal  and 
oophorectomized  women,  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P.)  doses  of  0.625  mg/day  pre- 
vented loss  of  metacarpal  mineral  content  (see  graph  above)." 

PREMARIN’ 

(CONJUGATED  ESTROGENS  TABLETS.  U.S.P) 

-tr  C-y  / 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

Tlie  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories 

•Conjugated  Estrogens  Tablets  have  been  evaluated  as  probably  effective  for  estrogen-deficiency-induced  osteoporosis. 

Please  see  last  page  for  brief  summary  of  full  prescribing  information. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE 
PACKAGE  CIRCULAR) 

PREMARIN'  Brand  of  Conjugated  Estrogens  Tablets.  U.S.R 

PREMARIN"  Brand  of  Conjugated  Estrogens,  U.S.P  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL 
CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer 
in  postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk 
was  independent  of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are 
further  supported  by  the  finding  that  incidence  rates  of  endometrial  cancer  have  increased 
sharply  since  1969  in  eight  different  areas  of  the  United  States  with  population-based  cancer 
reporting  systems,  an  increase  which  may  be  related  to  the  rapidly  expanding  use  of  estrogens 
during  the  last  decade  The  three  case  control  studies  reported  that  the  risk  of  endometrial 
cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The  risk  appears 
to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  lor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control 
symptoms  should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible 
When  prolonged  treatment  is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a 
semiannual  basis  to  determine  the  need  for  continued  therapy  Although  the  evidence  must  be 
considered  preliminary,  one  study  suggests  that  cyclic  administration  of  low  doses  of  estrogen 
may  carry  less  risk  than  continuous  administration,  it  therefore  appears  prudent  to  utilize  such  a 
regimen.  Close  clinical  surveillance  of  all  women  taking  estrogens  is  important  In  all  cases  of 
undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding,  adequate  diagnostic  mea- 
sures should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present  that 
"natural  " estrogens  are  more  or  less  hazardous  than  "synthetic  " estrogens  at  equiestrogenic 
doses, 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy 
may  seriously  damage  the  offspring  It  has  been  shown  that  females  exposed  in  útero  to 
diethylstilbestrol,  a non-steroidal  estrogen,  have  an  increased  risk  of  developing  in  later  life  a 
form  of  vaginal  or  cervical  cancer  that  is  ordinarily  extremely  rare  This  risk  has  been  estimated 
as  not  greater  than  4 per  1000  exposures.  Furthermore,  a high  percentage  of  such  exposed 
women  (from  30  to  90  percent)  have  been  found  to  have  vaginal  adenosis,  epithelial  changes  of 
the  vagina  and  cervix  Although  these  changes  are  histologically  benign,  it  is  not  known  whether 
they  are  precursors  of  malignancy.  Although  similar  data  are  not  available  with  the  use  of  other 
estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several  reports 
suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control 
study  estimated  a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  útero  to 
sex  hormones  (oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted 
treatment  for  threatened  abortion)  Some  of  these  exposures  were  very  short  and  involved  only 
a few  days  of  treatment  The  data  suggest  that  the  risk  of  limb  reduction  defects  in  exposed 
fetuses  is  somewhat  less  than  1 per  1000  In  the  past,  female  sex  hormones  have  been  used 
during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There  is  considerable 
evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from  well 
controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of 
the  potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuafion 


DESCRIPTION:  PREMARIN  (Conjugated  Estrogens,  U S P)  contains  a mixture  of  estrogens, 
obtained  exclusively  from  natural  sources,  blended  to  represent  the  average  composition  of  material 
derived  from  pregnant  mares"  urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin.  together 
with  smaller  amounts  of  17«-estradioL  equilenin,  and  17n-dihydroequilenin  as  salts  of  their  sulfate 
esters. 


INDICATIONS:  Based  on  a review  of  PREMARIN  Tablets  by  the  National  Academy  of 
Sciences  — National  Research  Council  and/or  other  information,  FDA  has  classified  the 
indications  for  use  as  follows: 

Effective:  1 Moderate  to  severe  vasomotor  symptoms  associated  with  the  menopause  (There 
IS  no  evidence  that  estrogens  are  effective  for  nervous  symptoms  or  depression  without 
associated  vasomotor  symptoms,  and  they  should  not  be  used  to  treat  such  conditions  ) 

2 Atrophic  vaginitis 

3 Kraurosis  vulvae 

4 Female  hypogonadism 

5.  Female  castration 

6 Primary  ovarian  failure 

7 Breasf  cancer  (for  palliation  only)  in  appropriately  selected  women  and  men  with 
metastatic  disease 

8 Prostatic  carcinoma  - palliative  therapy  of  advanced  disease 

9 Posfparfum  breast  engorgement -Although  estrogens  have  been  widely  used  for  the 
prevention  of  postpartum  breast  engorgement,  controlled  studies  have  demonstrated  that  the 
incidence  of  significant  painful  engorgement  in  patients  not  receiving  such  hormonal  therapy  is 
low  and  usually  responsive  to  appropriate  analgesic  or  other  supportive  therapy  Consequently, 
the  benefit  to  be  derived  from  estrogen  therapy  tor  this  indication  must  be  carefully  weighed 
against  the  potential  increased  risk  of  puerperal  thromboembolism  associated  with  the  use  of 
large  doses  of  estrogens. 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING 
PREGNANCY  AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED 
WARNING), 

“Probably"  effective:  For  estrogen  deficiency-induced  osteoporosis,  and  only  when  used  in 
conjunction  with  other  important  therapeutic  measures  such  as  diet,  calcium,  physiotherapy, 
and  good  general  health-promoting  measures.  Final  classification  of  this  indication  requires 
further  investigation 


INDICATIONS:  PREMARIN  (Conjugated  Estrogens,  U S P)  Vaginal  Cream  is  indicated  in  the 
treatment  of  atrophic  vaginitis  and  kraurosis  vulvae  PREMARIN  Vaginal  Cream  HAS  NOT  BEEN 
SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS  USE  MAY  CAUSE 
SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following 
conditions;  1 Known  or  suspected  cancer  of  fhe  breast  except  in  appropriately  selected  patients 
being  treated  for  metastatic  disease  2.  Known  or  suspected  estrogen-dependent  neoplasia 
3 Known  or  suspected  pregnancy  (See  Boxed  Warning).  4 Undiagnosed  abnormal  genital  bleeding 
5 Active  thrombophlebitis  or  thromboembolic  disorders  6 A past  history  of  thrombophlebitis, 
thrombosis,  or  thromboembolic  disorders  associated  with  previous  estrogen  use  (except  when  used 
in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long  term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain 
animal  species  increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There 
are  now  reports  that  estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See 
Boxed  Warning ) At  the  present  time  there  is  no  satisfactory  evidence  that  estrogens  given  to 
postmenopausal  women  increase  the  risk  of  cancer  of  the  breast,  although  a recent  study  has  raised 
this  possibility  There  is  a need  for  caution  in  prescribing  estrogens  for  women  with  a strong  family 
history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms, 
A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically  confirmed  gallbladder 
disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effectsof  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat 
prostatic  or  breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an 
increased  risk  of  thrombosis  in  men  receiving  estrogens  for  prostatic  cancer  and  women  for 
postpartum  breast  engorgement  Users  of  oral  contracepfives  have  an  increased  risk  of  diseases, 
such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and  myocardial  infarction.  (Tases  of  retinal 
thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported  in  oral  contraceptive 
users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been  reported  in 
users  of  oral  confraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of 
prolonged  immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis, 
thromboemboiic  disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen 
use  They  should  be  used  with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease 
Large  doses  (5  mg  conjugated  estrogens  per  day),  comparable  to  those  used  to  treat  cancer  of  fhe 
prostate  and  breast  have  been  shown  to  increase  the  risk  of  nonfatal  myocardial  infarction. 


pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are  used,  any  of  the 
thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and 
tenderness,  abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in 
women  taking  estrogen-containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with 
use  of  estrogens  in  the  menopause  and  blood  pressure  should  be  monitored  with  estrogen  use.  A 
worseningof  glucose  tolerance  has  been  observed  in  patients  on  estrogen-containing  oral  contracep- 
tives For  this  reason,  diabetic  patients  should  be  carefully  observed  Estrogens  may  lead  to  severe 
hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 

PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken 
prior  to  the  initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts, 
abdomen,  and  pelvic  organs,  and  should  include  a Papamcolau  smear  As  a general  rule,  estrogen 
should  not  be  prescribed  for  longer  than  one  year  without  another  physical  examination  being 
performed  Conditions  influenced  by  fluid  retention  such  as  asthma,  epilepsy,  migraine,  and  cardiac 
or  renal  dysfunction,  require  careful  observation  Certain  patients  may  develop  manifestations  of 
excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding,  mastodynia,  etc. 
Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk  of 
endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an 
increased  incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully 
observed.  Preexisting  uterine  leiomyomata  may  increase  m size  during  estrogen  use.  The  pathologist 
should  be  advised  ofestrogen  therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops 
in  any  patient  receiving  estrogen,  the  medication  should  be  discontinued  while  the  cause  is 
investigated  Estrogens  should  be  used  with  care  in  patients  with  impaired  liver  function,  renal 
insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in  young  patients  in  whom 
bone  growth  is  not  complete 

The  following  changes  may  be  expected  with  larger  doses  of  esfrogen, 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3;  increased 
norepinephrine-induced  platelet  aggregability 

c.  Increased  thyroid  bindingglobulin  (TBG)  leadingto  increased  circulating  total  thyroid  hormone, 
as  measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased, 
reflectingthe  elevated  TBG,  free  T4 concentration  is  unaltered, 
d Impaired  glucose  tolerance, 
e Decreased  pregnanediol  excretion, 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration, 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  of  anydrugto  nursing  mothers  should  be  done  only  when 
clearly  necessary  since  many  drugs  are  excreted  in  human  milk. 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral 
contraceptives,  breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea; 
premenstrual-like  syndrome;  amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine 
fibromyomata;  vaginal  candidiasis,  change  in  cervical  erosion  and  in  degree  of  cervical  secrefion; 
cystitis-like  syndrome;  tenderness,  enlargement,  secretion  (of  breasts);  nausea,  vomiting,  abdomi- 
nal cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which  may  persist  when  drug  is 
discontinued;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of  scalp  hair; 
hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate 
tolerance,  aggravation  of  porphyria,  edema;  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  Conjugated  Estrogens  Tablets.  U.S.R 

1  Given  cyclically  for  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms, 
atrophic  vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 25  mg  or  more  daily). 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be 
discontinued  as  promptly  as  possible. 

Administration  should  be  cyclic  (e  g , three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three  to  six  month  intervals. 

2 Given  cyclically  Female  hypogonadism  Female  castration.  Primary  ovarian  failure  Osteoporo- 
sis 

Female  hypogonadism— 2 5 to  7 5 mg  daily,  in  divided  doses  for  20  days,  followed  by  a rest  period 
of  10  days"  duration  If  bleeding  does  not  occur  by  the  end  of  this  period,  the  same  dosage  schedule  is 
repeated  The  number  of  courses  of  estrogen  therapy  necessary  to  produce  bleeding  may  vary 
depending  on  the  responsiveness  of  the  endometrium. 

If  bleeding  occurs  before  the  end  of  the  10  day  period,  begin  a 20  day  estrogen-progestin  cyclic 
regimen  with  PREMARIN  (Conjugated  Estrogens  Tablets,  U S P),  2 5to75mgdailyindivideddoses, 
for  20  days  During  the  last  five  days  of  estrogen  therapy,  give  an  oral  progestin  if  bleeding  occurs 
before  this  regimen  is  concluded,  therapy  is  discontinued  and  may  be  resumed  on  the  fifth  day  of 
bleeding. 

Female  castration  and  primary  ovarian  failure  — 1.25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control 

Osteoporosis  (to  retard  progression)  - 1 25  mg  daily,  cyclically 

3 Given  for  a few  days  Prevention  of  postpartum  breast  engorgement  -3  75  mg  every  four  hours 
for  five  doses,  or  1,25  mg  every  four  hours  for  five  days 

4 Given  chronically  Inoperable  progressing  prostatic  cancer — 1 25  to  2,5  mg  three  times  daily 
Inoperable  progressing  breast  cancer  in  appropriately  selected  men  and  postmenopausal 

women  - 10  mg  three  times  daily  for  a period  of  af  least  three  months 
Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate 
measures  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal 
bleeding 

PREMARIN’  Brand  of  Conjugated  Estrogens,  U.S.R  Vaginal  Cream 

Given  cyclically  for  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be 
discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (e.g  . three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three  to  six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally  or  topically,  depending  on  the  severity  of  the 
condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer 
and  appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent 
or  recurring  abnormal  vaginal  bleeding. 

HOW  SUPPLIED:  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P).  No.  865  Each  purple  tablet 
contains  2, 5 mg  in  bottles  of  lOOand  1.0(X)  No.  866  Each  ye/tow  tablet  contains  1,25  mg  in  bottles  of 
100  and  1,000  Also  in  Cycle  Pack  of  21  and  in  unit  dose  package  of  1(X),  No.  864  Each  while  tablet 
contains  0 9 mg  in  bottles  of  100.  Also  in  Cycle  Pack  of  21,  No.  867  Each  maroon  tablet  contains 
0 625  mg  in  bottles  of  lOOand  1,000,  Also  in  Cycle  Pack  of  21  and  unit  dose  package  of  100  No  868 
Each  green  tablet  contains  0.3  mg  in  bottles  of  lOOand  1,000  The  appearance  of  these  tablets  is  a 
trademark  of  Ayerst  Laboratories 

PREMARIN  (Conjugated  Estrogens,  U S P)  Vaginal  Cream  - No  872 -Each  gram  contains 
0.625  mg  Conjugated  Estrogens.  U S P (Also  contains  cetyl  esters  wax.  cetyl  alcohol,  white  wax. 
glyceryl  monostearate,  propylene  glycol  monostearate,  methyl  stearate,  phenylethyl  alcohol,  sodium 
lauryl  sulfate,  glycerin,  and  mineral  oil.) 

Combination  package  Each  contains  Net  Wt.  IVj  oz.  (42  5 g)  tube  with  one  calibrated  plastic 
applicator 

Also  Available  Refill  package  Each  contains  Net  Wt  IVioz  (42  5g)tube.  4340Ft2/785 


REFERENCES:  1 Judd  HL  After  the  menopause  Transition  1983,1 19-30.  2 Erlik  Y Tataryn  IV 
Meldrum  DR.  et  aL  Association  of  waking  episodes  with  menopausal  hot  flushes.  JAMA 
1981:245 1741-1744  3 Meldrum  DR  The  pathophysiology  of  postmenopausal  symptoms  Sem 
Reprod Endocrinol  l983,UFebruary)  l\-l7  4 Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  effective 
dose  of  estrogen  for  prevention  of  postmenopausal  bone  loss,  Obstet  Gynecol  1984;63, 759-763. 
5 Katz  WA  Rheumatic  Diseases:  Diagnosis  and  Management.  Philadelphia,  JB  Lippincott  Co. 
1977,  p 672.  6 Reese  WD  A better  way  to  screen  for  osteoporosis  Conlemp  ObiGyn 
1983;22(November);116-131 
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A successful  bank 
is  an  essential  partner 
in  business. 

In  Banco  de  Ponce  you  will  find  all  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequai  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day, 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 


BANCO  K PONC6 

Un  poso  Qclelonte...  ¡siempre! 

Membof  F.D.I.C.  and  Federal  Reserve  System 


SERIE  200  DE  VOLVO 


¿Por  qué 

la  tradición  prevalece? 


Porque  muchos  saben  que  un  Volvo  es  algo 
más  que  un  diseño  elegante;  es  el  resultado  de 
un  trabajo  cuidadoso  donde  la  tecnología  auto- 
motriz, la  eficiencia  y la  belleza  se  han  integra- 
do para  lograr  un  producto  final  inigualable. 

Sienta  usted  su  extraordinario  funciona- 
miento, su  maniobrabilidad  y su  confort. 
Admire  sus  interiores  y las  atractivas  lineas 
que  forman  el  exterior  del  240.  Analice  su  plan 


de  beneficios  sin  igual. 

Nada  se  compara  a nuestra  tradición  de 
confiabilidad,  seguridad  y servicio.  Por  eso  cada 
día  son  más  los  que  prefieren  continuar  esa 
tradición  que  ha  convertido  a nuestro  Volvo 
240,  en  el  carro  de  todos  los  que  saben 
apreciar  la  excelencia. 

Hay  cosas  que  pasan  y no  dejan  huella  ...  la 
tradición  de  Volvo  prevalece. 


Por  tantas  buenas  razones  . . . 

VOLVO 

Calidad  que  no  se  discute 

Visite  Trébol  Motors  o sus  dealers  autorizados. 

■ 3 años  de  garantía  sin  limite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  días  de  la  semana  ■ Servicio  Tele  SOS 


Current  Issues  in  Laboratory  Medicine 


Whole  Blood  Clotting  Time 

Juan  Sánchez,  MD,  MT 
Manuel  A.  Marcial,  MD,  FCAP 


Coagulation  of  blood  develops  as  a result  of  several 
biochemical  reactions  which  occur  in  a serial  or 
cascade  fashion.  It  consists  of  the  enzymatic  cleavage  of 
precursors  which  in  turn  activate  new  proenzymes 
leading  ultimately  to  the  conversion  of  fibrinogen  to 
fibrin  and  to  the  crosslinking  of  the  latter.  The  process  is 
preceded  by  platelet  aggregation  and  adhesion  to  the  site 
of  vascular  damage.  The  platelet  membrane  contains 
binding  sites  for  several  clotting  factors. 

A two  system  clotting  mechanism  has  been  proposed 
which  divides  coagulation  into  intrinsic  and  extrinsic 
systems  (see  figure).  This  scheme  has  served  as  the  basis 
for  the  development  of  laboratory  methods  to  evaluate 
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Figure  1.  Coagulation  Cascade. 

PL  = Platelet  Phospholipid.  Adapted  from  Triplett. 


Department  of  Pathology  and  Lxtboratory  Medicine,  Dr.  Ramón  Ruiz 
Amau,  University  Hospital.  School  of  Medicine.  Universidad  Central  del 
Caribe,  Bayamón,  Puerto  Rico  00619 


clotting  factor  deficiencies.  Basically  the  prothrombin 
time  (PT)  evaluates  the  extrinsic  pathway  while  the 
partial  thromboplastic  time  (PTT)  measures  the 
integrity  of  the  intrinsic  pathway. 

Before  these  valuable  methodologies  were  available, 
laboratories  had  to  rely  on  the  Lee-White  whole  blood 
clotting  time  to  assess  coagulation  disorders.'  This  test, 
although  still  ordered  by  clinicians  and  offered  by  many 
clinical  laboratories,  has  no  real  place  in  today’s  practice 
of  Laboratory  Medicine. 

Whole  Blood  Clotting  Time 

The  whole  blood  clotting  time  requires  a 37°C 
waterbath,  a stopwatch,  and  three  glass  test  tubes. ^ Five 
ml  of  blood  are  drawn  from  the  patient  into  a syringe  and 
the  stopwatch  is  started.  One  ml  of  blood  is  placed  into 
each  of  the  three  preincubated  glass  test  tubes.  The  last 
tube  to  receive  the  blood  (tube  3)  is  tilted  every  30  seconds 
until  the  blood  clots.  Tubes  No.  2and  1 are  then  treated  in 
the  same  manner  until  no  flow  of  blood  is  observed  on 
tilting.  The  clotting  time  is  the  time  required  for  the  blood 
to  clot  in  tube  No.  1.  Reference  values,  5-15  min. 

As  can  be  deduced  from  the  manual  methodology 
utilized  in  the  procedure,  this  test  is  not  only  time 
consuming  but  very  prone  to  imprecision.  Not  only  does 
the  clotting  time  lack  reproducibility,  but  it  is  also  rather 
insensitive  to  coagulation  factor  deficiencies.  The  test 
result  will  be  abnormal  only  in  patients  with  severe 
coagulopathies. 


Clot  Retraction  Time  (Second  Phase  of  the 
Clotting  Time) 

The  first  test  tube  to  clot  can  be  allowed  to  remain  in 
the  37°C  waterbath  until  the  clot  retracts  from  at  least 
three  sides  of  the  test  tube.  This  time  supposedly  measures 
the  function  of  thrombosthenin,  the  platelet  contractile 
microfilaments.  This  protein  is  thought  to  be  responsible 
for  the  contraction  of  the  clot.  However,  unless 
thrombocytopenia  is  present,  most  of  the  results  are 
within  normal  limits.  Thus,  this  methodology  has  also 
been  proven  to  be  a rather  insensitive  and  useless 
laboratory  procedure.  Platelet  function  is  evaluated 
much  better  by  performing  a bleeding  time  test  on  the 
patient. 
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Whole  Blood  Cloning  Time 
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Whole  Blood  Clot  Lysis  (Third  Phase  of  the 
Clotting  Time) 

The  whole  blood,  which  had  been  previously  tested  for 
clot  retraction  is  permitted  to  remain  in  the  37°C 
waterbath  until  clot  lysis  is  observed.  This  time  test  may 
serve  as  a simple  screening  laboratory  test  of  fibrinolysis. 
However,  since  it  is  insensitive  to  mild  defects  in  the 
fibrinolytic  system,  the  euglobulin  clot  lysis  time  is  recom- 
mended as  the  test  of  choice. 

In  summary,  the  whole  blood  clotting  time,  clot 
retraction  time  and  clot  lysis  time  have  no  place  in 
modern  day  clinical  laboratory  practice. 
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En  este  año  a punto  de  terminar,  la  Junta 
Editora  desea  expresar  su  agradecimiento  a 
nuestros  patrocinadores  del  Boletín  de  la 
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extensive  clinical  experience  with  'Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
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as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide’ 
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ESTUDIOS  CLINICOS 


Allergic  Bronchopulmonary  Aspergillosis 

in  Puerto  Rico 

Iván  León,  MD,  FCCP 


Abstract:  Allergic  broncopulmonary  aspergillosis 

(ABPA)  is  one  of  the  complications  of  bronchial  asthma. 
More  cases  are  diagnosed  each  year  in  North  America.  The 
incidence  of  this  entity  in  the  Caribbean  area  is  unknown. 
Three  cases  of  ABPA  are  reported  out  of  a study  of  sixty 
cases  of  “suspected”  ABPA  in  Puerto  Rico. 

Allergic  bronchopulmonary  aspergillosis  (ABPA)  is 
an  entity  which  was  brought  to  the  clinical  spotlight 
in  1952  by  Hinson.'  This  syndrome  is  best  characterized 
by  asthma,  recurrent  febrile  episodes,  radiographic 
documentation  of  pulmonary  infiltrates,  peripheral 
blood  eosinophilia  and  in  certain  patients  sputum  plugs 
which  on  culture  grow  Aspergillus  fumigatus.  Until 
recently,  this  diagnosis  was  infrequently  established  in 
North  America.  There  is  no  available  data  of  its  preva- 
lence in  the  Caribbean  area. 

In  1978,  prompted  by  the  occurrence  of  our  first 
documented  case,  we  began  a prospective  study  to  deter- 
mine its  frequency.  This  report  comprises  our  findings. 

Materials  and  Methods 

Subjects 

Inclusion  in  our  study  was  prompted  in  ambulatory 
adult  asthmatics^  by  the  presence  of  either  one  of  these 
signs  or  symptoms:  1)  history  of  evanescent  infiltrates  on 
chest  roentgenography,  2)  frequent,  difficult-to-control 
asthmatic  episodes  requiring  large  doses  of  steroids  for 
control  (prednisone  or  equivalent  dosages  of  other 
steroids,  40mg  or  more).  3)  history  of  golden,  brown 
plugs  expectoration.  4)  documented  bronchiectasis,  pro- 
ximal type  (mostly  using  hilar  tomography).  5)  peri- 
pheral eosinophilia  greater  than  10%  of  white  blood  cells 
in  blood  smear. 

Criteria  for  “definite”  diagnosis  of  ABPA  were: 
Primary  criteria  (as  modified  by  Rosenberg  al.)^  which  in- 
clude: 1)  episodic  bronchial  obstruction,  2)  peripheral 
blood  eosinophilia,  3)  immediate  skin  reaction  to 
Aspergillus  antigen,  4)  precipitating  antibodies  to  Asper- 
gillus antigen,  5)  elevated  serum  IgE  (>2,500IU/ml). 
6)  history  or  transient  of  fixed  pulmonary  infiltrates. 
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7)  central  bronchiectasis.  Any  seven  of  above  made  the 
diagnosis  definite.  Six  of  above  made  the  diagnosis 
probable.  Secondary  criteria  included  the  following: 
presence  of  Aspergillus  fumigatus  on  repeated  (x3) 
sputum  cultures,  history  of  brown  plugs  of  flecks 
expectoration  and  a type  III  reaction  to  Aspergillus 
antigen  (Delayed  type,  4-10  hours  after  prick  or 
intradermal  tests). 

Serum  Test 

Serum  total  IgE  and  serum  specific  IgE  for  Aspergillus 
fumigatus,  was  performed  on  each  patient  prior  to  start  of 
steroid  therapy.  Samples  were  processed  at  Roche  Labs, 
N.J.  by  the  RAST  method,  using  the  Pharmacia,  test  kits. 

Skin  Tests 

Aspergillus  fumigatus  antigen,  Hollister-Stier,  Spokane, 
Washington.  Lot  # G72222920, 1:  lOw/v;  prick  tests  were 
performed  using  Pepys  method.''  Intradermal  test  with 
50%  glycerinated  saline  solution  of  antigen  (w/v#  1 : 1 ,000) 
done  if  prick  test  was  negative. 

Eosinophil  Count 

Peripheral  blood  smear  dyed  with  Hansel’s  stain  was 
performed  in  each  patient  and  eosinophils  counted  in 
standard  manner  on  a cytometer  chamber. 

Fungal  Culture 

Sputum  was  collected  and  cultured  in  Sabouraud’s 
media  for  three  consecutive  days. 

Precipitins  to  Aspergillus  Antigen 

These  were  performed  using  the  agar  immunodiffusion 
technique  of  Ouchterlony  with  Aspergillus  fumigatus 
antigen,  Hollister  Stier  Labs.,  Spokane,  Washington. 

Pulmonary  Function  Test 

All  patients  were  tested  in  dry  type  computerized 
spirometer  (Vitalograph,  Buckingham,  England).  Pre- 
dicted values  were  those  of  Knudson  et  al.* 

X ray: 

Routine  antero-posterior  and  lateral  views,  and  hilar 
linear  tomography. 
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Results 

A total  of  60  patients  met  our  criteria  for  admission  to 
the  study  and  were  evaluated  in  an  8 years  period.  Three 
patients  met  definition  for  “Definite”  ABPA.  There  were 
two  males  and  one  female  patients.  Mean  age  was  42 
years.  Their  occupations  were,  namely,  housewife, 
SWAT  team  police  officer,  and  airplane  mechanic.  All 
three  of  them  had  the  characteristic  central  bronchiec- 
tasis, diagnosed  with  hilar  tomograms.  Mycology 
cultures  yielded  Aspergillus  fumigatus  in  the  three  cases. 

Case  Report  Patient  #1 

I.V.,  a 43y/o  housewife  presented  with  night  fever  of 
eight  weeks  duration.  In  addition  she  had  experienced 
frequent  general  malaise  and  arthralgias  for  which  she 
had  taked  ibuprofen  tablets,  with  considerable  relief.  She 
had  being  diagnosed  bronchial  asthma  six  years  prior  to 
her  first  visit  to  the  office,  but  her  disease  had  always 
being  very  mild  and  easy  to  control  with  theophylline 
tablets.  For  three  weeks  she  had  noticed  onset  of  more 
frequent  and  severe  asthmatic  paroxysms  and  expectora- 
tion of  brown  plugs.  A chest  X-ray  done  one  month 
previously,  revealed  fluffy,  alveolar  type  infiltrates 
scattered  in  upper  lung  fields.  For  this  she  had  received  a 
seven  days  course  of  erythromycin  ethyl  succinate, 
400mg  q.  6 hours,  without  any  improvement. 

Environmental  history  was  relevant  in  that  she.  had 
some  midget  roosters  and  hens  on  her  backyard. 

Physical  examination  revealed  a hyperemic  nasal 
mucosae  and  clear  lung  fields.  Chest  X-ray  on  admission 
(See  Fig.  1).  Serum  total  IgE  15,900  lU/ml  (adults 
normal  up  to  100  lU/ml)  total  eos  count  4,576/mm^ 
(normal  up  to  350/mm^).  Specific  IgE  for  Aspergillus 
fumigatus  (RAST)  was  class  IV  (See  Table  I).  Prick  test 
for  Aspergillus  fumigatus  was  positive.  Chest  tomography 
of  hilum  revealed  central  bronchiectasis  (See  Fig.  V). 

Therapy  with  methyl  prednisolone  0.5mg/kg/d  began 
per  two  weeks,  then  switched  to  alternate  dose  therapy 
per  four  weeks  and  then  discontinued.  Patient  showed 
complete  resolution  of  all  infiltrates  by  the  fourth  week  of 


A 


Figure  1.  Alveolar  type  infiltrates  are  scattered  bilaterally,  more 
prominent  on  right  upper  lobe.  Initial  Chest  X-ray.  Case  dl. 


therapy  and  has  remained  asymptomatic  so  far.  Figs.  I- 
IV,  show  the  evanescent,  changing  infiltrates  and  result 
of  steroid  therapy. 

Table  I 


Demographical  Data 


Case  d 

Age 

(years) 

Sex 

Occupation 

Duration  of 
Acute  Illness 
(weeks) 

1 

43 

F 

Housewife 

8 

2 

40 

M 

Police  officer 

4 

3 

46 

M 

Airplane 

mechanic 

2 

Figure  2.  Infiltrates  have  disappeared  from  left  upper  lobe  and  left  mid 
lung  Held  but  are  still  present  on  right  mid  lung  Field.  Chest  X-ray, 
case  dl,  taken  two  weeks  after  steroid  therapy  began. 


Figure  3.  Case  dl,  at  four  weeks  of  steroid  therapy. 
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Figure  4.  Complete  resolution  at  six  weeks  of  therapy. 


Figure  5.  Chest  laminogram  showing  proximal  dilatation  of  left  lower 
lobe  bronchus  (central  bronchiectasis).  Arrows. 


Case  Report  #2 

M.P.,  a 40y/o  male  member  of  the  local  police  SWAT 
team,  presented  in  moderate  respiratory  distress.  He  was 
well  until  1977  when  his  asthmatic  paroxysms  began.  The 
State  Insurance  Fund  had  evaluated  his  case  and  he  had 
been  out  of  his  job  and  receiving  immunotherapy  for  past 
one  year.  He  was  referred  to  us  from  a local  hospital  after 
three  doses  of  a cephalosporin  TV.  had  “completely 
cleared  his  left  perihilar  infiltrates.”  At  the  time  of 
referral  to  our  office,  the  patient  was  still  wheezing  and 
his  spirometric  tracing  revealed  a severe  obstructive 
disease  (See  Table  I).  IgE  was  markedly  elevated  at 
14,311  lU/ml.  Prick  test  with  Aspergillus  fumigatus 
antigen  was  positive.  Total  eosinophil  count  was  5,000 
cell/mmT  The  patient  was  started  on  Medrol  32mg’per 
day  and  at  two  weeks  tapered  to  24mg/day,  since  his 
spirometry  was  entirely  normal.  Steroids  were  converted 
to  alternate  day  therapy  after  two  weeks  and  gradually 
tapered  to  0 over  next  six  weeks.  The  patient  has 
remained  controlled  and  currently  is  off  therapy  with 
steroids.  He  is  currently  on  desensitizing  immunotherapy 
for  pollen  and  mite  sensitivity. 

Case  Report  #3 

D.C.,  a 46y/ o male  airplane  mechanic  was  admitted  to 
our  hospital  with  a two  weeks  history  of  cough,  fever, 
progressive  shortness  of  breath.  Theophylline  and  beta  2 
agonists  had  not  controlled  his  symptoms.  Upon  hospita- 
lization CBC  revealed  19,300  WBC  with  40%  eosinophils. 
Chest  X-ray  revealed  mucoid  impactions,  later  confirmed 
scanning  of  lungs.  In  addition  CT  scanning 
demonstrated  peripheral,  alveolar  type  infiltrates  loca- 
lized mostly  on  mid  lung  fields  and  upper  lobes  of  left 
lung.  (Fig.  VI) 


Figure  6-a 


Figure  6-b 
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Figure  6-d 


Figura  6.  Computerized  axial  tomography  showing  mucoid  impaction  left 
upper  lobe. 


Patient  required  high  dose  (125mg  q.  6 hours) 
methylprednisolone  therapy  I.V.  for  control  of  his  severe 
respiratory  distress  in  addition  to  I.V.  aminophylline  and 
metaproterenol  inhalations.  After  three  days  of  moderate 
to  severe  distress  with  paOj  ranging  from  40mmHg  to 
SOmmHg  (off  Oj),  patient  began  a steady  improvement 
until  his  final  discharge  one  month  after  initial 
hospitalization.  He  was  discharged  on  40mg  prednisone 
which  could  be  finally  tapered  off  two  months  after 
discharge  from  hospital.  Patient  has  remained  gainfully 
employed  and  has  had  no  more  episodes  of  respiratory 
distress.  To  our  knowledge,  he  is  off  all  medications  as  to 
time  of  writing  of  this  manuscript. 

Discussion 

We  have  documented  the  occurrence  of  allergic 
bronchopulmonary  aspergillosis  on  three  native  inhabi- 
tants of  Puerto  Rico.  To  our  knowledge,  this  is  the  first 
such  report  to  originate  within  our  shores.  All  our 
patients  fulfilled  the  seven  diagnostic  criteria.  One  of  our 
patients  presented  with  a very  mild  derangement  of  lung 
mechanics  but  quite  prominent  radiographical  findings. 
She  was  managed  entirely  ambulatorily  with  oral 
steroids.  Her  male  counterparts,  presented  with  severe 
obstructive  airways  disease,  one  of  them  requiring  a 30 
day  period  of  hospitalization  for  control  of  his  disease. 

While  it  is  apparent  from  this  study,  that  the  incidence 
of  this  complication  of  asthma  is  rare,  nevertheless  clini- 
cians must  be  aware  of  its  existence  and  suspect  it  in  any 
hard-to-control  asthmatic  requiring  high  dosages  of 


steroids.  Perhaps  the  rarity  of  this  entity  is  spurious,  since 
only  minimal  amounts  of  steroids  will  suppress  most  of 
the  diagnostic  tests  used  and  furthermore  depress  rapidly 
total  and  specific  Serum  IgE.  Hence  it  is  imperative  that 
baseline  dignostic  tests  be  done  prior  to  the  commence- 
ment of  corticosteroid  therapy. 

There  are  several  reasons  for  the  low  incidence  of  this 
asthmatic  complication.  First  we  could  really  be  dealing 
with  a very  rare  complication  in  our  milieu.  Most  likely, 
however  this  low  incidence  could  be  secondary  to  the 
difficulty  in  making  the  diagnosis  with  the  currently 
available  tests.  Aspergillus  antigen  has  only  recently 
began  to  be  characterized.  In  a recent  article,’  Long- 
botton  and  Austwick  stress  the  fact  that  vials  of 
Aspergillus  fumigatus  commercially  available  may  differ 
regarding  antigenic  contents,  since  there  are  many 
variables  in  the  preparation  of  fungal  extracts,  among 
these  are:  strain  of  the  organism,  part  of  the  organism 
used  (cytosol,  mycelium  or  spores),  conditions  of  culture, 
innoculation  procedure  and  length  of  culture  growth. 

In  addition  to  above  pitfalls,  it  is  known*  that  corti- 
costeroids may  suppress  the  laboratory  abnormalities 
and  the  late  skin  reaction.  Particularly  IgE  and  the  serum 
precipitins  may  revert  toward  normal  several  months 
following  an  acute  episode  of  ABPA.  Since  asthma  is 
commonly  managed  with  these  drugs,  the  above 
diagnosis  could  thus  be  easily  masked. 

It  is  interesting  to  note  that  in  our  patients  the  degree  of 
peripheral  eosinophilia  was  inversely  proportional  to  the 
lung  mechanics  as  measured  by  spirometry.  Not  so  was 
the  total  serum  IgE  which  appeared  to  be  directly  propor- 
tional (See  Tables  II  and  III).  Notherworthy  is  the  fact 
that  recent  studies’  have  begun  to  inculpate  the 
eosinophil  and  its  granule’s  major  basic  protein  as  the 
principal  culprit  in  the  severe  inflammatory  process 
developing  in  and  around  the  bronchial  wall  of 
asthmatics. 

It  must  be  emphasized  that  failure  to  diagnose  and 
manage  this  condition  may  lead  patients  to  develop  fixed 
bronchiectasis  and  eventually  end  stage  lung  fibrosis.  We 
hope  that  by  alerting  the  medical  community  to  the 
prevalence  of  ABPA  in  our  milieu,  more  cases  can  be 
diagnosed,  managed  and  the  ravages  of  this  lung  disease 
halted  in  an  effective  way. 


Table  II 


Immunological  Profile 


Case  U 

Total  serum  IgE 
(lU/ml) 

Specific  IgE 
for 

Asp.  fumigatus 

Precipitins 

Skin  Tests 
(Prick) 

Asp.  fumigatus 

1 

15,900 

IV 

Positive 

band 

+ 

(10mm) 

2 

14,311 

IV 

Positive 

band 

+ 

(7mm) 

3 

4,437 

IV 

Positive 

band 

+ 

(12mm) 

RAST  CLASSES:  I = Equiv<x:al  II-III  = Increasings  Levels 

IV-VI  = Antigen  Specific 
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Table  III 


Pulmonary  Function  Tests  and  Peripheral  Eosinophils 


Peak  Flow  Rates 

Case  ft  FVC  Liters  FEVl  Liters  FEV1%  Liters/Min  Eosinophils 
(%Pred)  (%Pred)  (it/mm’) 


2.0 

1.8 

87 

193 

4,576 

(71) 

(74) 

(55) 

4.19 

1.8 

43 

252 

5,000 

(88) 

(47) 

(45) 

5.0 

1.0 

20 

60 

10,780 

(90) 

(30) 

(20) 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution;  join  the  AMA. 


For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Prevención  de  Accidentes  y Controi 
de  Lesiones  en  Puerto  Rico: 
Progreso  hacia  ios  Objetivos  Nacionaies  de 
Saiud  para  1990  (iX) 


José  G.  Rigau-Pérez,  MD,  FAAP* ** 
Norma  I.  Vega,  MS* 


Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  promulgó  unos  objetivos  para  el  mejora- 
miento de  la  salud  de  los  habitantes  del  país  en  los  próximos 
diez  años.  De  los  diecisiete  objetivos  nacionales  de  salud 
para  1990  referentes  a prevención  de  accidentes  y control 
de  lesiones,  cuatro  ya  están  aparentemente  conseguidos  en 
Puerto  Rico  (una  tasa  de  mortalidad  por  lesiones  de 
vehículos  de  motor  en  niños  menores  de  quince  años  de  edad 
no  mayor  de  5.5;  una  tasa  de  mortalidad  por  accidentes  en 
el  hogar  en  niños  menores  de  15  años  no  mayor  de  5 por 
100,000;  las  muertes  por  fuegos  en  residencias  no  serán  más 
de  76  por  año;  y las  muertes  no  intencionales  por  armas  de 
fuego  no  serán  más  de  24).  Siete  objetivos  están  bajo 
estudio  o siendo  perseguidos  (una  tasa  de  mortalidad  por 
colisiones  automovilísticas  no  mayor  de  18;  una  tasa  de 
mortalidad  por  caídas  no  mayor  de  2;  una  tasa  de  morta- 
lidad por  ahogamiento  no  mayor  de  3 por  100,000  personas; 
que  todos  ios  centros  de  nacimiento,  médicos,  y hospitales 
se  aseguren  de  que  por  lo  menos  el  50%  de  los  recién  nacidos 
regresen  al  hogar  en  un  asiento  protector  aprobado  para 
niños  en  el  automóvil;  al  menos  el  75%  de  las  comunidades 
con  más  de  10,000  habitantes  deberá  tener  capacidad  de 
respuesta  y transporte  por  ambulancia  dentro  de  los  20 
minutos  de  una  llamada  de  emergencia;  virtualmente  todas 
las  personas  lesionadas  que  lo  necesiten  deben  tener  acceso 
a sistemas  regionalizados  de  atención  a trauma,  quema- 
duras, y lesiones  del  cordón  espinal;  y al  menos  el  90%  de  la 
población  deberá  vivir  en  áreas  que  tengan  acceso  a centros 
de  control  de  envenenamientos  regionalizados  o metropoli- 
tanos, que  provean  información  sobre  manejo  clínico  de 
exposiciones  a sustancias  tóxicas  en  el  ambiente  del  hogar  o 


*Medical  Epidemiologist.  Division  of  Field  Services,  Centers  for 
Disease  Control 

Director.  Division  de  Epidemiología,  Departamento  de  Salud  de  Puerto 
Rico,  Apartado  71423,  Correo  General  de  San  Juan,  Puerto  Rico  00936 

** División  de  Epidemiología,  Departamento  de  Salud  de  Puerto  Rico: 
Actualmente  Directora  Ejecutiva.  Area  de  Presupuesto,  Secretaría 
Auxiliar  de  Medicina  Familiar  >■  Preventiva,  Departamento  de  Salud  de 
Puerto  Rico 


del  trabajo).  No  hay  información  para  evaluar  la  situación 
en  Puerto  Rico  respecto  a los  seis  objetivos  restantes:  el 
número  de  quemaduras  por  agua  hirviendo  que  necesiten 
atención  hospitalaria  deberá  ser  reducido  a no  más  de  28 
por  año;  la  proporción  de  automóviles  con  detenedores 
[restraints]  de  protección  automáticos  deberá  ser  mayor  del 
75%;  al  menos  1.21  millones  de  sistemas  funcionales  de 
alarma  de  humo  deberán  ser  instalados  en  las  unidades 
residencíales;  la  proporción  de  padres  de  niños  menores  de 
10  años  que  puedan  identificar  medidas  apropiadas  de 
prevención  para  los  tres  riesgos  principales  de  heridas 
serias  a sus  hijos  (colisiones  automovilísticas,  quemaduras 
y envenenamientos),  deberá  ser  mayor  del  80%;  virtual- 
mente todos  los  proveedores  de  cuidado  primario  de  saiud 
deben  aconsejar  a los  pacientes  sobre  la  importancia  de  los 
cinturones  de  seguridad,  e incluir  instrucciones  sobre 
asientos  protectores  para  niños  para  prevenir  lesiones  por 
accidentes  de  vehículos  de  motor,  como  parte  de  su 
interacción  rutinaria  con  los  padres;  y el  estado  habrá 
desarrollado  un  plan  detallado  para  la  notificación 
uniforme  de  las  lesiones.  La  obtención  de  estos  objetivos  en 
Puerto  Rico,  al  igual  que  en  otros  estados,  exige  la 
cooperación  de  diversas  instituciones  gubernamentales, 
privadas,  académicas  y cívicas. 

En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  promulgó 
unas  metas  para  el  mejoramiento  de  la  salud  de  los 
habitantes  del  país  en  los  próximos  diez  años.'  Este 
artículo  presenta  la  situación  actual  en  Puerto  Rico  de  las 
condiciones  y programas  que  se  mencionan  en  los 
objetivos  nacionales  relacionados  con  la  prevención  de 
accidentes  y el  control  de  lesiones.  Las  metas  de  salud 
para  1990  identificaron  los  siguientes  quince  asuntos 
prioritarios:  control  de  la  hipertensión,  planificación 
familiar,  salud  durante  el  embarazo  y el  primer  año  de 
vida,  inmunizaciones,  enfermedades  de  trasmisión 
sexual,  control  de  agentes  tóxicos,  seguridad  y salud 
ocupacional,  prevención  de  accidentes  y control  de 
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lesiones,  fluorización  y salud  dental,  vigilancia  y control 
de  enfermedades  infecciosas,  fumar  y el  deterioro  en  la 
salud,  abuso  de  alcohol  y drogas,  nutrición,  acondiciona- 
miento físico  y ejercicio,  y control  del  estrés  y el  compor- 
tamiento violento.  Dentro  de  cada  área  se  especificaron 
los  objetivos  a alcanzar  para  1990.  Estos  objetivos  (226  en 
total),  planteados  de  manera  mensurable,  se  desarrolla- 
ron en  consulta  con  más  de  quinientos  expertos  de  los 
sectores  público  y privado,  que  representaban  agencias 
de  salud  federales,  estatales  y locales,  grupos  de  consu- 
midores, organizaciones  de  voluntarios  y profesionales 
de  salud.  Las  metas  se  establecieron  tomando  en  cuenta 
las  tendencias  actuales  de  factores  pertinentes,  tales  como 
cambios  demográficos,  estilos  de  vida  y la  disponibilidad 
de  fondos,  y detallando  lo  que  se  asumió  ocurriría  con 
estos  factores  en  la  década  de  1981  a 1990.  Las  metas  no 
se  han  establecido  como  una  responsabilidad  federal;  han 
de  alcanzarse  por  los  esfuerzos  de  toda  la  gama  de 
agencias  e instituciones  públicas  y privadas,  de  personas 
y comunidades.  El  gobierno  federal  se  ve  llamado  a 
dirigir,  catalizar  y respaldar  un  esfuerzo  colectivo  con 
móviles  locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos. 

Métodos 

Un  estudio  adecuado  de  las  actividades  de  control  y las 
causas  de  la  mortalidad  por  lesiones  involuntarias  en 
Puerto  Rico  abarcaría  fácilmente  la  extensión  de  un  libro. 
Las  fuentes  de  datos  abajo  mencionadas  recogen  mucha 
información  que  no  se  puede  publicar  en  todo  detalle  en 
sus  informes  anuales,  pero  que  está  disponible  para  el  uso 
de  los  investigadores  de  la  salud  pública.  Este  artículo  se 
limita  a comentar  los  datos  publicados  o de  fácil 
elaboración  respecto  a los  objetivos  nacionales  relacio- 
nados con  la  prevención  de  lesiones  involuntarias.  No 
discute  las  lesiones  ocupacionales  o intencionales,  que  ya 
han  sido  tratadas  en  artículos  previos  de  esta  serie,  ni  las 
estrictamente  relacionadas  al  uso  de  drogas,  que  serán 
discutidas  en  un  artículo  próximo.®"* 

El  interés  que  los  profesionales  de  salud  pública  han 
tomado  por  la  prevención  de  muerte  e incapacidad 
prematura  causada  por  accidentes  ha  promovido  un 
examen  de  los  planteamientos  filosóficos  relacionados 
con  esta  área  prioritaria  dentro  de  los  objetivos  nacio- 
nales de  salud.  Estas  reflexiones  han  llevado  a la 
convicción  de  que  la  palabra  “accidente”  tiene  la  con- 
notación de  un  suceso  impredecible,  imprevenible  u 
ordenado  por  el  destino.  El  argot  de  prevención  no  men- 
ciona ya  accidentes,  sino  que  habla  de  lesiones,  heridas  o 
traumatismos  (en  inglés  se  habla  de  “injuries”).’  Hemos 
escogido  la  palabra  “lesiones”  como  traducción  de 
“injuries”,  y,  en  lo  posible,  también  de  “accidentes”  por 
guardar  más  fidelidad  al  sentido  original  que  las  palabras 
“heridas”  (que  sugiere  instrumentos  cortantes  o armas  de 
fuego)  o “traumatismos”  (que  no  es  de  uso  común  en  la 
isla). 

Las  metas  aquí  reseñadas  fueron  traducidas  por  los 
autores  y se  citan,  en  comillas,  tal  como  aparecen  en  el 
texto  original  en  inglés.'  Cada  meta  se  rotuló  “AA”,  “P”, 
o “I”  de  acuerdo  con  los  siguientes  criterios:  A A (aparen- 
temente alcanzada)  si  la  evidencia  disponible  indica  que 
el  estado  de  la  enfermedad  o de  la  técnica  de  salud  pública 


al  momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  o un 
programa  establecido  para  el  control  de  la  enfermedad  o 
prestación  del  servicio;  I (indocumentada)  si  la  infor- 
mación específica  que  estipula  el  objetivo  no  se  conoce 
para  Puerto  Rico. 

Los  datos  de  mortalidad  se  extrajeron  de  los  informes 
anuales  de  estadísticas  vitales,  y de  los  análisis  detallados 
inéditos  que  hace  la  Oficina  de  Desarrollo  de  Sistemas  de 
Información  (Administración  de  Facilidades  y Servicios 
de  Salud,  Departamento  de  Salud)  de  los  certificados  de 
defunción  que  se  cumplimentan  cada  año,  con  las  causas 
de  muerte  identificadas  por  número,  según  la  novena 
edición  de  la  “International  Classification  of  Diseases, 
Adapted  for  use  in  the  United  States”  (ICDA-9).'°"'®  Las 
tasas  de  mortalidad  general  (por  100,000  habitantes) 
están  calculadas  usando  la  población  total  de  Puerto 
Rico.  Los  objetivos  expresados  como  número  de  casos  se 
adaptaron  a Puerto  Rico  utilizando  la  proporción  pobla- 
cional  de  Puerto  Rico  a la  de  Estados  Unidos  según  el 
censo  de  1980  (3,196,520/222,545,805  = 0.014).'®> 
Los  estimados  de  población  de  Puerto  Rico  hasta  1983 
provienen  de  los  informes  de  estadísticas  vitales.  Los 
estimados  de  población  de  1984,  1985  y 1990  se 
obtuvieron  de  la  Divisiónde  Recursos  Humanos,  Area  de 
Planificación  Económica  y Social,  de  la  Junta  de  Plani- 
ficación de  Puerto  Rico. 

Este  estudio  utiliza  las  tres  fuentes  de  datos  que  existen 
en  Puerto  Rico  sobre  muertes  por  colisiones  de  vehículos 
de  motor  (CVM):  las  estadísticas  vitales,  la  Comisión 
para  Seguridad  en  el  Tránsito  (CPST),  y el  “Fatal. 
Accident  Reporting  System”  (FARS).'*"^^  La  CPST  fue 
creada  por  la  ley  33  del  25  de  mayo  de  1972.  Desde  su 
creación  y hasta  el  presente,  el  Secretario  de  Transporta- 
ción y Obras  Públicas  de  Puerto  Rico  ha  sido  su 
presidente,  por  delegación  del  Gobernador,  pero  la 
CPST  no  es  una  dependencia  de  ese  Departamento,  sino 
que  es  una  agencia  ejecutiva  y autónoma.  El  EARS  es  un 
programa  de  la  “National  Highway  Traffic  Safety 
Administration”,  del  “U.S.  Department  of  Transpor- 
tation”, y recoge  datos  en  cada  estado  (y  Puerto  Rico) 
mediante  un  contrato  al  efecto.  En  Puerto  Rico,  EARS 
funciona  como  parte  de  la  CPST.  Para  EARS,  una 
colisión  fatal  de  vehículo  de  motor  es  un  evento  en  que 
hay  envuelto  por  lo  menos  un  vehículo  de  motor  en  movi- 
miento en  una  carretera  o vía  pública  y donde  muere  por 
lo  menos  una  persona  dentro  de  los  30  días  después  del 
accidente.  Según  EARS,  más  del  98%  de  todas  las 
muertes  por  CVM  ocurren  dentro  de  los  30  días  de  la 
colisión. La  CPST  no  usa  el  límite  de  los  30  días,  por 
lo  cual  sus  números  son  usualmente  algo  mayores  que  los 
de  EARS,  y sujetos  a cambios  por  el  efecto  de  muertes 
tardías.  La  CPST  define  como  “heridos”  aquellos  lesio- 
nados en  CVM  que  reciben  una  evaluación  médica  en 
sala  de  emergencia  o son  hospitalizados.  Los  muertos  no 
están  incluidos  entre  los  heridos. La  fuente  principal  de 
datos  de  estas  dos  agencias  es  un  formulario  cumpli- 
mentado por  la  Policía  de  Puerto  Rico.  La  hoja  no  es 
enteramente  satisfactoria  para  propósitos  epidemioló- 
gicos, pues  su  descripción  de  la  severidad  de  las  lesiones 
puede  provocar  dificultades  en  el  seguimiento  de  los 
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casos  con  eventual  desenlace  fatal.  (Comunicación 
personal,  Profesora  Cruz  María  Nazario,  Escuela 
Graduada  de  Salud  Pública,  Universidad  de  Puerto 
Rico). 

Se  citan  en  este  artículo  informes  mimeografiados  y 
comunicaciones  personales  de  oficiales  de  agencias 
públicas,  pero  no  se  han  considerado  en  detalle  los 
estudios  inéditos  llevados  a cabo  por  estudiantes  para 
llenar  requisitos  de  cursos  o de  graduación,  pues 
usualmente  son  investigaciones  de  muestras  muy 
pequeñas,  que  producen  conclusiones  de  aplicabilidad 
general  cuestionable. 

Objetivos  para  1990  o antes 
Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  la  tasa  de  mortalidad  por  colisiones 
automovilísticas  debe  reducirse  a no  más  de  18  por 
100,000  habitantes.  (En  1978  era  24  por  100,000 
habitantes.)” — P 

La  tabla  I demuestra  los  datos  disponibles  de  1980  a 
1985  sobre  muertes  por  CVM  en  Puerto  Rico,  según  las 
estadísticas  vitales  (rubros  ICDA-9:  E8 10-8 19),  EARS,  y 
CPST.  Para  el  periodo  1980-1983,  sobre  el  cual  los  tres 
sistemas  han  publicado  sus  datos,  la  tasa  de  mortalidad 
por  CVM  estuvo  entre  14.7  y 17.3  por  100,000  habitantes. 
La  tasa  de  1985  (18.5)  excede  el  máximo  que  estipula  este 
objetivo,  pero  hay  que  aclarar  que  las  608  muertes  de  ese 
año  incluyen  24  ocasionadas  por  las  inundaciones  de 
octubre,  circumstancia  claramente  anómala.  Aún  así,  las 
CVM  son  un  problema  de  extraordinaria  magnitud  en 
nuestro  ambiente.  De  1980  a 1985  ha  habido  253,849 
heridos  en  CVM,  y la  tasa  anual  de  heridos  ha  fluctuado 
entre  1,120.3  (en  1982)  y 1,527.9  por  100,000  habitantes 
(en  1985).  Es  decir,  que  cada  año  más  del  1%  de  la 
población  de  Puerto  Rico  recibe  heridas  por  CVM.^'* 


Tabla  I 


Muertes  por  Colisiones  de  Vehículos  de  Motor  en  Puerto  Rico 
1980  - 1985,  Según  Tres  Fuentes  de  Datos 


Período 

Fuente  de  Datos 

Estadísticas  FARS' 

Vitales 

CPST' 

1980-1983 

Promedio 

522 

504 

516 

Mínimo  (1982) 

487 

480 

494 

Máximo  (1980) 

554 

520 

542 

1984 

sin  publicar 

545 

557 

1985 

sin  publicar 

sin  publicar  608 

Datos  de  las  referencias  1 1-14,  18-22,  24. 


'Fatal  Accident  Reporting  System 
^Comisión  para  Seguridad  en  el  Tránsito 


Según  EARS,  de  1980  a 1984  la  tasa  anual  promedio  de 
mortalidad  por  CVM  para  Puerto  Rico  fue  15.7,  22% 
menor  que  la  tasa  promedio  para  Estados  Unidos  (20.0 
muertes  por  cien  mil  habitantes). Hay  maneras  de 
medir  la  probabilidad  de  lesiones  por  CVM  que  quizás 


son  más  apropiadas  que  calcular  la  tasa  de  mortalidad 
con  un  denominador  de  población,  porque  hay  una 
marcada  diferencia  en  distribución  por  edad  entre  la 
población  de  la  isla  y la  de  los  50  estados.  Usando  otro 
denominador  (en  vez  de  población),  por  cada  10,000 
vehículos  registrados,  la  mortalidad  anual  promedio  por 
CVM  en  Puerto  Rico,  de  1980  a 1984,  fue  4.7, 68%  mayor 
que  la  tasa  promedio  para  Estados  Unidos  (2.8).  La 
mortalidad  anual  promedio  por  CVM  en  Puerto  Rico,  de 
1980  a 1984,  fue  6.1  muertes  por  cada  100  millones  de 
millas  recorridas  por  vehículos,  1 10%  mayor  que  la  tasa 
promedio  para  Estados  Unidos  (2.9  muertos  por  100 
millones  de  millas  recorridas  por  vehículos),  pero  la 
manera  de  calcular  las  millas  recorridas  en  Puerto  Rico 
( 1 3 millas  por  galón  de  gasolina  consumida)  subestima  el 
millaje  e infla  la  tasa.^^*^'' 

Las  características  de  las  muertes  por  CVM  en  Puerto 
Rico  son  muy  diferentes  de  las  características  de  las 
muertes  en  Estados  Unidos.  De  nuevo,  hay  que  tener  en 
cuenta  que  la  población  de  Puerto  Rico  es,  en  promedio, 
más  joven  que  la  de  los  Estados  Unidos.  En  1984  la  razón 
de  sexo  de  las  muertes  por  CVM  en  Puerto  Rico  fue  4.2 
hombres  por  cada  mujer  (440/105);  en  Estados  Unidos  fue 
2.5:1.  La  tasa  de  mortalidad  por  CVM  para  hombres  en 
Puerto  Rico  fue  27.6,  y para  mujeres  fue  6.3  (razón  de 
4.4:1).  En  Estados  Unidos  las  tasas  fueron  27.5  y 10.5 
respectivamente  (razón  de  2.6:1).  Al  examinar  la  distri- 
bución de  las  muertes  por  edad,  también  se  encuentra 
marcada  diferencia  entre  Puerto  Rico  y Estados  Unidos. 
En  1984,  el  30%  (166/545)  de  las  muertes  por  CVM  en 
Puerto  Rico  ocurrió  en  personas  menores  de  25  años  de 
edad;  en  Estados  Unidos  fue  el  39%.  Las  tasas  de 
motalidad  por  grupo  de  edad  fueron  marcadamente  más 
bajas  en  Puerto  Rico  que  en  Estados  Unidos  hasta  los  24 
años;  fueron  casi  iguales  para  el  grupo  de  25  a 34  años,  y 
para  las  edades  siguientes  fueron  mayores  en  Puerto  Rico 
que  en  Estados  Unidos  (ver  Figura  1).^^’  La  distribu- 
ción de  las  muertes  según  actividad  de  la  persona  al 
momento  de  la  colisión  también  es  muy  diferente  para 


TASAS  DE  mortalidad  POR  CVM  POR  EDAD 


iisT,»;oos  u»n)os  y pubrto  rico,  iíím 


Figura  1.  Tasas  de  mortalidad  por  colisiones  de  vehículos  de  motor,  por 
grupo  de  edad,  Estados  Unidos  y Puerto  Rico,  1984,  por  cien  mil 
habitantes  de  población.  Datos  de  las  referencias  22  y 25. 
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Puerto  Rico  y Estados  Unidos.  Del  total  de  muertes  por 
CVM  en  el  cuatrienio  1981-84,  eran  conductores  34%  en 
Puerto  Rico,  pero  57%  en  Estados  Unidos.  Eran  peatones 
42%  en  Puerto  Rico  y 16%  en  Estados  Unidos.  La  pro- 
porción de  pasajeros  fue  muy  parecida  en  ambos  lugares 
(21  y 25%  en  Puerto  Rico  y Estados  Unidos,  res- 
pectivamente).^^’ De  1 98 1 a 1984  el  porciento  promedio 
de  conductores  muertos  intoxicados  con  alcohol  (nivel 
igual  o mayor  a 0. 10  mg  de  alcohol  por  100  mi  de  sangre) 
en  Puerto  Rico  y en  Estados  Unidos  fue  46%  (de  aquellos 
a quienes  se  les  hizo  la  prueba).  En  peatones  en  Puerto 
Rico  el  promedio  fue  45.3%,  pero  en  Estados  Unidos  fue 
38.4%.  En  Puerto  Rico  el  porciento  de  muertos 
examinados  para  alcohol  ha  aumentado  de  cerca  de  55% 
en  1981  a cerca  de  80%  en  1984,  y los  datos  de  Estados 
Unidos  están  extrapolados  de  lo  que  ocurrió  en  15  a 31 
estados  que  en  ese  período  hicieron  la  prueba  de  alcohol 
en  más  del  70%  de  los  muertos,  así  que  estas  compara- 
ciones no  son  muy  fiables. Es  necesario  señalar 
que,  a pesar  de  la  definición  legal  de  intoxicación,  la 
persona  con  concentración  de  alcohol  en  sangre  de  0.05% 
(o  menos,  para  ciertas  personas)  tiene  dificultades  para 
conducir  correctamente.^’ 

Las  características  del  problema  de  las  CVM  en 
Estados  Unidos  son  diferentes  a las  características  en 
Puerto  Rico.  Es  muy  difícil  concluir,  a base  de  las 
resumidas  estadísticas  aquí  presentadas,  cuál  es  la  mejor 
forma  de  medir  el  riesgo  para  mortalidad  y lesiones  por 
CVM  en  Puerto  Rico.  Evidentemente,  una  tasa  de 
mortalidad  como  la  que  expresa  este  objetivo  no  sirve 
para  comparar  la  severidad  del  problema  en  dos 
poblaciones  diferentes.  Edad,  actividad  en  la  carretera, 
millaje  recorrido  al  año,  y el  efecto  del  alcohol  en 
conductores  y peatones  son  sólo  algunos  de  los  muchos 
factores  que  afectan  la  incidencia  de  lesiones  por  CVM. 
Otros  factores  son,  por  ejemplo,  la  calidad  de  carreteras  y 
automóviles,  la  velocidad  en  la  circulación,  el  acceso  a 
vehículos  de  diferentes  grupos  de  la  población,  y el  uso  de 
cinturones  de  seguridad. 

b.  “Para  1990,  la  tasa  de  mortalidad  por  lesiones  de 
vehículos  de  motor  en  niños  menores  de  quince  años  de 
edad  debe  reducirse  a no  más  de  5.5  por  100,000.  (En  1978 
era  9.2  por  100,000.)”-AA 

Las  lesiones  son  la  primera  causa  de  muerte  para  la 
población  joven  de  Puerto  Rico,  y la  causa  más  frecuente 
de  esas  lesiones  es  las  colisiones  de  vehículos  de  motor.  La 
CPST  publica  sus  estadísticas  por  edad  en  divisiones  que 
permiten  calcular  la  mortalidad  para  menores  de  16  años , 
no  de  15  años.  Por  lo  tanto,  los  datos  sobre  muertes  por 
CVM  a menores  de  15  años  de  edad  provienen  de  las 
estadísticas  vitales  y EARS.  Para  el  período  1980-1983, 
para  el  cual  ambos  sistemas  han  publicado  sus  datos, 
hubo  un  promedio  de  40  muertes  anuales  por  CVM  en 
menores  de  15  años  de  edad,  según  ambas  fuentes,  con 
mínimos  (en  1982)  de  34  y 32,  y máximos  (en  1983)  de  45  y 
47  (estadísticas  vitales  y EARS,  respectivamente)."" 
14,  i8_2i,  28  j9g4  informó  41  muertes  en  este 

grupo  de  edad.’’  Las  muertes  por  CVM  en  menores  de  1 5 
años  son,  por  lo  tanto,  cerca  del  8%  del  total  de  las 
muertes  por  CVM  en  Puerto  Rico.  Ambos  sistemas 
señalan  que  la  tasa  anual  de  mortalidad  por  CVM  en 
menores  de  15  años  en  Puerto  Rico  de  1980  a 1983  se 


mantuvo  entre  3.1  y 4.6  por  cien  mil,  y según  EARS,  en 
1984  fue  4.0,  bajo  el  límite  que  señala  este  objetivo. 

Según  EARS,  el  97%  (136/140)  de  las  muertes  por 
CVM  en  este  grupo  de  edad,  de  1981  a 1983,  ocurrió  en 
pasajeros  (53  muertes,  38%),  peatones  (65  muertes, 46%) 
y ciclistas  (18  muertes,  13%).  Sólo  2 casos  (¡de  14  años 
cada  uno!)  fueron  conductores.’* 

Un  estudio  reciente  llevado  a cabo  por  profesores  de  la 
Escuela  de  Salud  Pública  del  Recinto  de  Ciencias  Médicas 
de  la  Universidad  de  Puerto  Rico  examinó  en  detalle  las 
características  de  las  lesiones  a peatones  menores  de  20 
años  de  edad  en  Puerto  Rico  en  1982,  usando  los  expedientes 
de  la  Policía  sobre  lesiones  por  CVM.  Aunque  la  informa- 
ción en  los  expedientes  resultó  muchas  veces  incompleta  y 
poco  clara,  se  analizaron  los  datos  sobre  2,290  CVM  y 
2,366  lesionados.  Los  meses  de  1982  con  mayor  inciden- 
cia de  colisiones  a menores  fueron  octubre  y marzo  (232  y 
231  colisiones  respectivamente,  10.1%  del  total  cada 
uno).  Los  días  de  la  semana  con  mayor  incidencia  de 
colisiones  fueron  viernes  y miércoles  (394  casos-17%  y 
346-15%  respectivamente),  y las  horas  de  mayor 
actividad  fueron  3 pm  (262-12%),  1 pm  (152-7%)  y 1 1 am 
(130-6%).  Los  tres  pueblos  de  mayor  incidencia  de  CVM 
a menores  (por  cien  mil  habitantes  menores  de  20  años  de 
edad)  fueron  Las  Marías  (285  por  cíen  mil),  Elorida  (263) 
y Arecibo  (233).  El  total  de  muertes  (20)  fue  bajo,  y los 
pueblos  con  mayor  tasa  de  mortalidad  sólo  tuvieron  una 
muerte  cada  uno.  La  incidencia  de  CVM  fue  menor  en  las 
zonas  rurales  que  en  las  zonas  urbanas  (140  vs.  187  por 
cien  mil,  respectivamente),  pero  la  mortalidad  fue  mayor 
en  las  zonas  rurales  (2.27  vs.  1.04  por  cien  mil).  El  68%  de 
los  peatones  lesionados  fueron  varones  y el  grupo  de  edad 
con  mayor  tasa  de  incidencia  fue  el  de  6 a 9 años  de  edad 
(226  lesionados  por  cien  mil),  seguido  por  el  de  16  a 19 
años  (200  por  cien  mil).  Las  acciones  más  frecuentes  de 
los  peatones  al  momento  de  la  colisión  fueron  estar 
parado  al  borde  de  la  carretera  (20%)  y estar  cruzando 
fuera  de  una  intersección  (17%).  Las  acciones  más 
frecuentes  de  los  conductores  al  momento  de  la  colisión 
fueron  virajes  (4%)  y marcha  atrás  (5%),  pero  en  el  49% 
de  los  casos  sólo  se  anotó  que  el  conductor  no  tomó 
precauciones  para  con  los  peatones.  Las  siguientes 
características  fueron  significativamente  más  frecuentes 
entre  los  choferes  envueltos  en  lesiones  a peatones 
jóvenes  que  en  la  generalidad  de  conductores  en  Puerto 
Rico:  sexo  masculino  (71%  vs.  64%),  conductores  de 
taxis,  carros  públicos  o autobuses  (19%  vs.  15%), 
poseedor  de  licencia  de  aprendizaje  (2%  vs.  0.7%).  El  6% 
de  los  conductores  no  tenía  licencia  para  conducir,  y para 
el  16%  no  se  registró  si  tenía  licencia  o no.  El  tipo  de 
vehículo  envuelto  en  la  colisión  refleja  lo  ya  expresado 
sobre  el  tipo  de  chofer.  El  4%  de  las  CVM  fue  por  carros 
públicos,  taxis  o autobuses,  que  en  conjunto  representan 
sólo  el  1%  de  los  vehículos  circulantes  en  Puerto  Rico. 
Hay  que  hacer  claro,  sin  embargo,  que  la  mayoría  de  los 
conductores  en  el  estudio  guiaban  su  propio  carro  para 
transportación  privada.  El  2%  de  los  vehículos  se 
encontró  defectuoso,  pero  para  un  26%  adicional  no  se 
registró  su  condición  mecánica.  Sólo  el  11%  de  los 
vehículos  contaba  con  cubierta  de  seguro  privado.”  Aún 
los  pocos  datos  aquí  reseñados  de  este  estudio  sugieren 
un  nutrido  grupo  de  medidas  útiles  para  prevenir  lesiones 
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por  CVM  a los  jóvenes. 

La  comparación  de  números  de  muertes  por  diferen- 
tes causas  no  refleja  adecuadamente  la  magnitud  de  los 
distintos  problemas  para  la  sociedad.  La  muerte  de  una 
persona  a los  quince  años  afecta  más  la  capacidad 
productiva  de  la  sociedad  que  la  muerte  de  una  persona 
de  70  años.  Estudios  llevados  a cabo  en  diferentes  países  y 
en  Puerto  Rico  han  demostrado  que  se  pierden  más  años 
de  vida  productiva  por  las  lesiones  no  intencionales  que 
por  las  causas  de  mortalidad  más  frecuentes  (como 
enfermedades  cardiovasculares).^®  Para  1983  en  Puerto 
Rico,  3,447  años  de  vida  productiva  (hasta  70  años)  se 
perdieron  por  muertes  en  CVM  en  personas  menores  de 
15  años  de  edad.  En  comparación,  los  AVP  perdidos  por 
muertes  por  diabetes  de  todas  las  edades  en  1977  fueron 
2,542  años.  Una  reducción  en  las  muertes  por  CVM  en  la 
población  joven  resultaría  en  una  ganancia  de  AVP 
mayor  que  una  reducción  de  igual  número  de  muertes  por 
enfermedades  crónicas.^’ 

c.  “Para  1990,  la  tasa  de  mortalidad  por  accidentes  en 
el  bogaren  niños  menores  de  15  años  no  deberá  ser  mayor 
de  5 por  100,000  niños.  (En  1978  fue  6. 1 por  100,000  niños 
menores  de  15.) — A A 

Como  este  objetivo  no  incluye  un  listado  de  las  lesiones 
específicas  a que  se  refiere,  hemos  examinado  los  datos 
sobre  las  siguientes  causas  de  muerte,  que  se  pueden 
asociar  a eventos  fatales  en  el  hogar  en  personas  menores 
de  15  años  de  edad:  envenenamientos  (rubros  ICDA-9: 
E850-869.9),  caídas  (E880-888),  fuego  en  residencias 
(E890-890.9),  sumersión  en  bañera  o en  piscina  (E910.4, 
E910.8),  sofocación  por  alimentos  u otros  objetos  (E91 1, 
E912),  sofocación  en  cuna,  por  bolsa  plástica,  o por  otros 
eventos  (E913.0,  E913.1  E913.9),  daño  por  cuerpos 
extraños  en  ojos  o en  otro  orificio  (E914-915,pero  no  hay 
decesos  por  estas  muertes  en  este  grupo  de  edad  de  1980  a 
1983),  muerte  por  objetos  o instrumentos  cortantes  y 
punzantes  (E920),  por  arma  de  fuego  (E922),  por  sus- 
tancias calientes  o corrosivas  (E924),  y por  electrocución 
doméstica  (E925.0).  Como  se  entiende  por  el  título  de 
cada  categoría,  algunas  de  esas  causas  de  muerte  están 
expresadas  de  manera  que  incluyen  muertes  en  el  hogar  o 
en  cualquier  otro  sitio.  Los  datos  de  estadísticas  vitales, 
con  las  limitaciones  señaladas  respecto  a la  localización 
del  evento  fatal,  indican  que  de  1980  a 1983  hubo  145 
muertes  por  las  16  causas  escogidas  de  lesiones  que 
probablemente  ocurrieron  en  el  hogar.  El  promedio 
anual  tue  de  36  casos,  con  poca  variación  (de  35  casos  en 
1980,  a 38  casos  en  1981).  La  tasa  anual  promedio  de 
mortalidad  por  todas  estas  causas  fue  1.1  por  cien  mil 
habitantes  menores  de  quince  años  de  edad.  La  causa  del 
mayor  número  de  muertes  fue  la  sofocación  por 
alimentos  (el  39%  de  estas  muertes,  con  un  promedio  de 
14  casos  al  año).  Le  siguen  en  frecuencia  las  muertes  por 
sumersión  en  piscina,  por  fuego  en  residencias,  y por 
caídas.^^ 

Un  análisis  reciente  de  los  83  casos  de  aspiración  de 
cuerpo  extraño  admitidos  al  Hospital  Pediátrico  Univer- 
sitario de  Puerto  Rico  entre  1972  y 1986  (edades  desde  22 
días  hasta  16  años),  encontró  que  la  mayoría  de  los  casos 
(55%)  había  aspirado  un  alimento,  y el  28%  había 
aspirado  un  objeto  metálico  (en  15  casos,  alfileres  o 
agujas).  Esta  distribución  es  diferente  a lo  notificado  en 


Estados  Unidos,  donde  más  del  80%  de  los  objetos 
aspirados  son  alimentos.  En  esta  serie  de  casos  la  tasa  de 
letalidad  fue  4%  (3/83).”  Combinando  esta  tasa  de 
letalidad  con  el  número  de  casos  (67)  de  muerte  por 
aspiración  de  alimentos  u otros  objetos  de  1980  a 1983,  se 
llega  a un  estimado  de  incidencia  de  eventos  de  aspiración 
de  465  casos  al  año  en  ese  período.  Este  cálculo  da  una 
idea  más  real  de  la  magnitud  del  problema  que  la  cifra 
promedio  de  1 7 muertes  anuales  por  esta  causa  en  niños 
menores  de  15  años.  Sin  embargo,  este  estimado  señala 
un  número  máximo,  pues  la  verdadera  letalidad  de  estos 
eventos  es  sobre  4%;  el  estudio  citado  se  refería  a casos 
que  habían  llegado  vivos  al  hospital,  y de  esos  sólo 
3 murieron. 

d.  “Para  1990  la  tasa  de  mortalidad  por  caídas  debe 
reducirse  a no  más  de  2 por  100,000  personas.  (En  1978 
fue  6.3  por  100,000.)” — P 

La  categoría  de  muertes  por  caídas  incluye  una  amplia 
gama  de  situaciones,  desde  caerse  de  una  silla  hasta  caer 
por  un  precipicio  y caer  desde  una  altura  o caer  en  un 
mismo  nivel  (rubros  ICDA-9:  E880-888).  El  número  de 
muertes  por  caídas  en  Puerto  Rico  para  1980  fue  132; 
para  1981  y 1982  fue  de  1 15  cada  año,  y para  1983  fue  1 14. 
La  tasa  de  mortalidad  para  el  mismo  período  se  ha 
mantenido  en  aproximadamente  4 muertes  por  100,000 
habitantes,  el  doble  de  lo  deseado  para  1990."'”  Para 
lograr  que  se  cumpla  con  esta  meta  hay  que  reducir  las 
muertes  a menos  de  71  casos  por  año,  con  una  población 
proyectada  de  3,573,869  para  1990.  La  institución  de 
medidas  preventivas  necesita  guiarse  por  un  estudio 
sobre  las  circumstancias  de  las  muertes  por  caídas,  o de 
las  caídas  que  resultan  en  lesiones  severas,  como  frac- 
turas de  cadera,  fracturas  múltiples  y lesiones  al  sistema 
nervioso  central. 

e.  “Para  1990  la  tasa  de  mortalidad  por  ahogamiento 
debe  ser  reducida  a no  más  de  3.0  por  100,000  personas. 
(En  1978  fue  3.2  por  100,000.)” — P 

Las  muertes  por  ahogamiento  (rubros  lCDA-9:  E910- 
910.9;  sumersión,  no  sofocación  ni  obstrucción  de  vías 
respiratorias  por  objetos  extraños)  se  redujeron  de  1980  a 
1981  en  27%,  de  128  a 94.  En  1982  se  registró  un  aumento 
de  15%  en  comparación  con  el  año  anterior  (de  94a  108), 
pero  al  año  siguiente  volvió  a disminuir  a 99  muertes.  La 
tasa  de  mortalidad  ha  fluctuado  entre  3 y 4 muertes  por 
100,000  habitantes."'”  Algunas  de  estas  muertes  son 
eminentemente  evitables,  como  las  que  han  ocurrido 
cuando  pescadores  son  barridos  por  aguas  que  se  descar- 
gan para  normalizar  el  nivel  de  una  represa.” 

f “Para  1990  el  número  de  quemaduras  por  agua 
hirviendo  que  necesitan  atención  hospitalaria  deberá  ser 
reducido  a no  más  de  2,000  por  año.  (En  1978  fue  4,000 
por  año.)” — 1 

El  objetivo  proporcional  a la  población  de  Puerto 
Rico  es  de  28  por  año.  No  hay  datos  de  referencia  que  nos 
indiquen  la  magnitud  del  problema.  Una  de  las  medidas 
preventivas  más  eficaces  para  evitar  escaldaduras  es 
regular  el  termostato  del  calentador  de  agua,  para  que  su 
máximo  sea  120°  F.  Como  para  objetivos  anteriores,  la 
institución  de  medidas  preventivas  necesita  guiarse  por 
un  estudio  sobre  las  circumstancias  de  las  escaldaduras 
en  Puerto  Rico. 

g.  “Para  1990  las  muertes  por  fuego  en  residencias 
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deberán  ser  reducidas  a no  más  de  4,500  por  año.  (En 
1978  fueron  5,400  por  año).” — AA 

Ajustando  este  objetivo  para  Puerto  Rico  resultaría  en 
76  muertes  por  año.  Según  datos  del  Servicio  de 
Bomberos  de  Puerto  Rico,  en  los  cinco  años  de  1979-80  a 
1983-84,  el  número  anual  de  fuegos  en  el  hogar  ha  ido 
aumentando  gradualmente  de  813  hasta  1,025.  Sin 
embargo,  el  número  de  muertes  causadas  por  incendios 
(casi  todas  muertes  en  incendios  de  hogares)  se  ha 
mantenido  estable,  con  un  promedio  de  15  muertes 
anuales,  y valores  extremos  de  11  (1983-84)  y 19  (1980- 
81).  Por  cada  200,000  personas  en  la  isla  muere  cada  año 
una  en  fuegos  en  el  hogar;  por  cada  100  fuegos  en 
residencias  mueren  aproximadamente  dos  personas. 
Aunque  aparentemente  se  ha  conseguido  ya  el  objetivo 
para  1990,  hay  que  señalar  también  que  de  1979-80  a 
1983-84,  además  de  las  73  muertes  acaecidas,  las  pérdidas 
monetarias  por  incendios  en  residencias  sobrepasaron  los 
19  millones  de  dólares,  causando  tragedias  familiares  de 
impacto  no  medible  en  términos  económicos.’^  Según  las 
estadísticas  vitales,  de  1980  a 1983  ocurrieron  48  muertes 
por  fuegos  en  residencias  (ICDA-9:E890-890.9),  con  un 
promedio  anual  de  12,  y extremos  de  8 en  1983,  y 17  en 
1980.’^  Algunas  de  estas  tragedias  podrían  evitarse 
mediante  la  instalación  de  detectores  de  humo  en  el 
hogar,  evitando  que  los  fósforos  y llaves  de  las  estufas 
estén  al  alcance  de  los  niños,  no  dejando  los  niños  solos 
en  la  casa,  y revisando  periódicamente  las  condiciones  de 
las  tomas  de  corriente  y las  instalaciones  eléctricas  de  los 
enseres. 

h.  “Para  1990  el  número  de  muertes  no  intencionales 
por  armas  de  fuego  deberá  limitarse  a no  más  de  1,700. 
(En  1978  hubo  1,800.)” — AA 

Ajustando  este  objetivo  para  Puerto  Rico  resultaría  en 
24  muertes  por  año.  Durante  el  cuatrienio  1980-1983 
ocurrieron  cada  año  en  Puerto  Rico  de  0 a 3 muertes  no 
intencionales  por  armas  de  fuego  (rubros  ICDA-9:  E922- 
922.9).  La  tasa  de  mortalidad  se  ha  mantenido  estable, 
entre  0 y 0.03  muertes  por  100,000  habitantes.  Las 
muertes  de  1982  y 198 1 ocurrieron  en  niños  de  2 años ; las 
de  1980  ocurrieron  en  2 niños  de  5 a 14  años,  y una 
persona  de  15  a 24  años.""'"*  No  hay  un  estimado  fiable 
para  Puerto  Rico  del  número  anual  de  lesiones  no 
mortales  por  armas  de  fuego  ni  del  número  de  armas  en 
posesión  privada  en  Puerto  Rico.^’  Una  comparación 
reciente  de  los  riesgos  y los  beneficios  de  poseer  un  arma 
resume  la  situación  de  esta  manera;  “las  armas 
[“handguns”]  generalmente  proveen  recreación  para 
unos  pocos,  y una  sensación  de  seguridad  a muchos;  muy 
ocasionalmente  proveen  protección  a sus  dueños,  pero 
más  frecuentemente  los  ponen  en  peligro  a ellos  y a sus 
seres  queridos,  y cuando  son  robadas  contribuyen  a los 
crímenes  violentos”.’’  Un  estudio  publicado  posterior- 
mente ha  suministrado  una  cuantificación  que  confirma 
el  comentario.  Por  cada  caso  de  homicidio  en  defensa 
propia  que  envolviera  un  arma  de  fuego  almacenada  en  el 
hogar,  hubo  1.3  muertes  no  intencionales,  4.6  homicidios 
criminales,  y 37  suicidios  con  armas  de  fuego.’* 

Reducción  de  factores  de  riesgo 

i.  “Para  1990,  la  proporción  de  automóviles  con 
detenedores  [restraints]  de  protección  automáticos 


deberá  ser  más  del  75%.  (En  1979  la  proporción  era 
1%).”—! 

Este  objetivo  se  refiere  al  uso  de  cinturones  u otros 
métodos  automáticos  de  seguridad,  no  a los  que  depen- 
den de  la  voluntad  del  chofer  o pasajero  para  ser 
abrochados.  Por  lo  tanto,  alcanzar  este  objetivo  depende 
de  que  los  fabricantes  de  automóviles  equipen  los  carros 
con  equipo  automático  de  protección.  Los  detenedores 
automáticos  se  hacen  necesarios  ante  la  renuencia  del 
público  a usar  cinturones  de  seguridad.  Encuestas  telefó- 
nicas llevadas  a cabo  en  Estados  Unidos  de  1981  a 1983 
encontraron  que  el  76%  de  los  adultos  encuestados  no 
usaba  el  cinturón  de  seguridad  (es  decir,  lo  usaba  aveces, 
rara  veces,  o nunca).  El  porciento  era  similar  en  hombres 
y mujeres,  pero  los  porcientos  eran  significativamente 
mayores  para  las  personas  más  jóvenes,  las  de  raza  negra, 
y las  de  menor  escolaridad.  Las  personas  con  algún  otro 
comportamiento  peligroso  para  la  salud  (por  ejemplo, 
fumar,  emborracharse,  ingestión  crónica  de  alcohol, 
conducir  ebrio,  sobrepeso,  o inactividad)  tenían  signifi- 
cativamente mayor  probabilidad  de  no  usar  cinturón  de 
seguridad,  comparadas  con  personas  sin  esos  comporta- 
mientos peligrosos  específicos.” 

Puerto  Rico  fue  el  primero  entre  los  estados  y territo- 
rios de  Estados  Unidos  en  hacer  compulsorio  el  uso  de 
cinturones  de  seguridad  en  automóviles,  efectivo  el  1 de 
enero  de  1974  (ley  55  del  30  de  mayo  de  1973).  Sin 
embargo,  una  encuesta  sobre  cinturones  de  seguridad 
llevada  a cabo  en  Puerto  Rico  ese  mismo  año,  encontró 
una  tasa  de  uso  de  sólo  18%.  Nueve  años  más  tarde,  el 
Instituto  de  Aseguradoras  para  Seguridad  en  las 
Carreteras  (“Insurance  Institute  for  Highway  Safety”) 
observó  en  la  isla  una  tasa  de  3%  de  uso  de  cinturones  de 
seguridad. Estos  datos  están  corroborados  por  un 
estudio  local.  Según  la  Comisión  para  Seguridad  del 
Tránsito,  en  1973,  antes  de  entrar  en  vigor  la  ley,  sólo  el 
4%  de  los  ocupantes  de  autos  usaba  cinturones  de  seguri- 
dad. En  1976  el  26%  de  los  ocupantes  empleaba 
cinturones  de  seguridad,  conminados  por  la  Policía,  que 
en  1975  expidió  38,117  boletos  a no  usuarios  de  cintu- 
rones. Para  1978,  sólo  el  6%  de  los  conductores  usaba 
esta  medida  de  seguridad  en  la  isla,  para  1981  el  2%,  y 
para  1984,  el  6%.'"  La  Policía  de  Puerto  Rico  ha  actuado 
con  empeño  variable  para  enforzar  el  cumplimiento  de 
esta  ley.'”  El  número  anual  de  intervenciones  de 
miembros  de  la  Uniformada  por  no  usar  cinturones  de 
seguridad  fue  alto  a finales  de  la  década  pasada  (por 
ejemplo,  22,649  intervenciones  en  1978),  pero  menor  de 
1980  a 1984  (promedio  5,142  intervenciones,  con 
extremos  de  7,408  en  1980  y 2,307  en  1984).“*’ 

j.  “Para  1990,  todos  los  centros  de  nacimiento, 
médicos,  y hospitales  deberán  asegurarse  de  que  por  lo 
menos  el  50%  de  los  recién  nacidos  regrese  al  hogar  en  un 
asiento  protector  aprobado  para  niños  en  el  automóvil. 
(No  hay  datos  de  referencia  disponibles.)” — P 

Los  asientos  de  seguridad  para  bebés  pueden  prevenir 
virtualmente  todas  las  lesiones  por  CVM  a infantes  y 
niños  pequeños. Los  50  Estados  Unidos  han  instituido 
leyes  que  obligan  al  uso  de  sistemas  de  protección  para 
proteger  a los  infantes  y niños  (generalmente  los  menores 
de  5 años  de  edad)  pasajeros  en  automóviles. La  legisla- 
tura de  Puerto  Rico  tiene  en  calendario  para  discutir  en 
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1987  el  Proyecto  del  Senado  número  724  de  1986,  para 
hacer  mandatorio  el  uso  de  asientos  de  seguridad  para 
niños.  La  aprobación  del  proyecto  se  ha  demorado  por  la 
consideración  del  costo  del  asiento  para  los  padres 
jóvenes.  Mientras  tanto,  el  Hospital  Municipal  de  San 
Juan  ha  establecido  un  programa  piloto  de  préstamo  (3 
meses)  de  asientos  de  seguridad  a padres  de  recién 
nacidos,  para  que  la  criatura  viaje  a su  hogar  con  la 
debida  protección.  Además,  la  CPST  ha  establecido 
coordinación  con  hospitales  a través  de  toda  la  isla  y 
33  Centros  de  Diagnósticos  y Tratamiento  para  la 
distribución  de  material  educativo  en  la  instrucción 
prenatal  que  ofrecen  dichas  instituciones.  También  ha 
implantado  campañas  de  divulgación  y promoción  sobre 
este  tema  en  Mayagüez,  Humacao  y Fajardo,  involu- 
crando toda  la  comunidad,  inclusive  empresas  privadas  y 
medios  noticiosos  locales.^^  Los  capitulos  de  Puerto  Rico 
de  la  “American  Academy  of  Pediatrics”  y la  “National 
Child  Passenger  Safety  Association”  y la  CPST  están 
distribuyendo  folletos  con  el  título  VAS,  indicándole  a 
futuros  padres  la  ventaja  de  que  en  el  automóbil  los  bebés 
“V-iajen  A-marraditos  y S-eguros”. 

k.  “Para  1990,  al  menos  110  millones  de  sistemas 
funcionales  de  alarma  de  humo  deberán  ser  instalados  en 
las  unidades  residenciales.  (En  1979  había  aproximada- 
mente 30  millones  de  sistemas.)” — I 

Para  éste  y los  siguientes  dos  objetivos  no  hay  datos 
disponibles  para  medir  el  progreso  en  Puerto  Rico  hacia 
la  meta  propuesta. 

La  proporción  de  unidades  residenciales  en  Puerto 
Rico  a las  unidades  residenciales  en  Estados  Unidos 
según  el  censo  de  1980  es  0.011  (968,474/86,692,823).'*^ 
Ajustando  este  objetivo  para  la  isla,  resultaría  en 
1,210,000  sistemas  de  alarma  de  humo  instalados  en 
residencias  para  1990.  El  Departamento  de  la  Vivienda 
está  instalando  detectores  de  humo  en  los  residenciales 
públicos  de  multipisos  de  nueva  construcción,  y en  los 
que  se  están  renovando. No  hay  datos  sobre  la  propor- 
ción de  viviendas  privadas  con  detectores  de  humo  en 
buen  funcionamiento. 

l.  “Para  1990,  la  proporción  de  padres  de  niños 
menores  de  10  años  que  pueda  identificar  medidas 
apropiadas  de  prevención  para  los  tres  riesgos  principales 
de  heridas  serias  a sus  hijos  (colisiones  automovilísticas, 
quemaduras  y envenenamientos),  deberá  ser  mayor  del 
80%.  (No  hay  datos  de  referencia  disponibles.)” — 1 

m.  “Para  1990,  virtualmente  todos  los  proveedores  de 
cuidado  primario  de  salud  deben  aconsejar  a los 
pacientes  sobre  la  importancia  de  los  cinturones  de 
seguridad,  e incluir  instrucciones  sobre  asientos  protec- 
tores para  niños  para  prevenir  lesiones  por  accidentes  de 
vehículos  de  motor,  como  parte  de  su  interacción  rutina- 
ria con  los  padres.  (En  1979  la  proporción  de  pediatras 
que  aconsejaron  a los  padres  sobre  las  medidas  de 
seguridad  en  los  automóviles  fue  de  aproximadamente 
20%)”—! 

Médicos  miembros  de  la  Sección  de  Pediatría  de  la 
Asociación  Médica  de  Puerto  Rico,  y el  Capítulo  de 
Puerto  Rico  de  la  Academia  Americana  de  Pediatría  han 
abogado  por  que  se  implanten  programas  y reglamentos 
que  ayuden  a prevenir  lesiones  por  CVM  (por  ejemplo,  el 
programa  VAS  y los  proyectos  de  ley  mencionados  en  la 


discusión  del  objetivo  J).  Sin  embargo,  no  hay,  al 
momento,  datos  de  referencia  disponibles  sobre  la 
proporción  de  proveedores  de  cuidado  primario  de  salud 
que  aconseja  a sus  pacientes  sobre  la  importancia  de  los 
cinturones  de  seguridad.  El  consejo  no  es  largo  ni  compli- 
cado: el  uso  de  cinturones  de  seguridad  puede  prevenir  al 
menos  el  60%  de  las  lesiones  serias  en  niños  mayores, 
adolescentes,  y adultos  en  colisiones  de  autos;  los 
asientos  de  seguridad  para  bebés  pueden  prevenir  vir- 
tualmente todas  las  lesiones  por  CVM  a infantes  y niños 
pequeños.^’ 

Mejoramiento  en  los  servicios  y la  protección 

n.  “Para  1990  al  menos  el  75%  de  las  comunidades  con 
más  de  10,000  habitantes  deberá  tener  capacidad  de 
respuesta  y transporte  por  ambulancia  dentro  de  los  20 
minutos  de  una  llamada  de  emergencia.  (En  1979  apro- 
ximadamente 20%  de  esas  comunidades  era  capaz  de 
proveer  tal  servicio.)” — P 

En  febrero  de  1971  la  Comisión  de  Seguridad  en  el 
Tránsito  de  Puerto  Rico  señaló  que  ambulancias  con 
equipo  deficiente  y personal  poco  entrenado  estaban 
transortando  las  víctimas  de  lesiones  de  tránsito  a salas 
de  emergencia  que  proveían  servicio  inadecuado.  Un 
estudio  de  los  protocolos  de  autopsia  de  520  de  las  561 
muertes  por  lesiones  de  tránsito  en  1971  demostró  que 
183  (35%)  de  las  muertes  se  hubieran  evitado  si 
tratamiento  correcto  de  emergencia  hubiera  sido  admi- 
nistrado inmediatamente.  Los  autores  recomendaron  la 
implantación  de  un  Servicio  de  Emergencias  Médicas 
con  respuesta  rápida  y personal  entrenado  y bajo 
supervisión  por  radiocomunicación;  el  mejoramiento, 
categorización,  y regionalización  de  las  salas  de 
emergencias;  el  establecimiento  de  Centros  para  Lesiones 
(ver  objetivo  O);  una  red  de  comunicaciones  de  todas  las 
agencias  envueltas  en  trabajos  de  emergencia  (como 
Policía,  Defensa  Civil,  y Bomberos);  la  creación  de  un 
Registro  de  Lesiones  para  estudiar  la  naturaleza  de  los 
accidentes  y las  causas  de  muerte  e incapacidad  (ver 
objetivo  Q);  educación  postgraduada  para  todo  personal 
de  sala  de  emergencias;  educación  médica  continuada 
sobre  el  cuidado  de  lesiones,  y educación  del  público  en 
primeros  auxilios  y resuscitación.''* 

En  los  13  años  desde  la  publicación  de  ese  estudio,  la 
mayoría  de  sus  recomendaciones  se  han  puesto  en  vigor. 
Se  ha  conseguido  mejorar  el  servicio,  no  sólo  para  las 
víctimas  de  lesiones  automovilísticas,  sino  para  cualquier 
lesionado  o enfermo  que  exige  ayuda  de  emergencia  en  su 
casa,  o lugar  en  que  ocurrió  la  lesión,  y transporte  a una 
facilidad  para  tratamiento  adecuado.  La  Secretaría 
Auxiliar  en  Emergencias  Médicas  del  Departamento  de 
Salud  provee  servicios  de  ayuda  de  emergencia  en  Puerto 
Rico,  mediante  despachos  de  ambulancias  (usualmente 
asociados  a los  hospitales  regionales  y de  área)  en  los 
núcleos  de  población  más  importantes,  y dos  ambulan- 
cias para  patrullaje  en  carreteras.  Muchos  pueblos  tienen 
ambulancias  municipales,  que  suplementan  las  del 
sistema  de  la  Secretaría  Auxiliar  para  ofrecer  mayor 
cobertura  de  la  población  y para  trasladar  las  víctimas  de 
lesiones  leves.  En  Río  Piedras  está  el  Despacho  Central 
(teléfono  343-2550),  que  recibe  las  llamadas  por  emergen- 
cias en  el  área  metropolitana  y está  en  contacto  radial  con 
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los  servicios  de  emergencia  en  Ponce,  Mayagüez, 
Aguadilla,  San  Juan,  Arecibo,  Bayamón,  Fajardo, 
Caguas  y Guayama. 

Este  objetivo  exige  que  para  1990,  por  lo  menos  55 
pueblos  en  Puerto  Rico,  de  los  73  que  en  1980  tenían  más 
de  10,000  habitantes  (todos  los  pueblos  menos  Culebra, 
Vieques,  Florida,  Las  Marías,  y Maricao),  se  beneficien 
de  un  sistema  de  transporte  por  ambulancia  que  provea 
servicio  en  20  minutos  o menos  después  de  ser  solicitado. 
No  hay  informes  que  señalen  cuántos  pueblos  en  Puerto 
Rico  disfrutan  de  ese  servicio. 

o.  “Para  1990,  virtualmente  todas  las  personas 
lesionadas  que  lo  necesiten  deben  tener  acceso  a sistemas 
regionalizados  de  atención  a trauma,  quemaduras,  y 
lesiones  del  cordón  espinal.  (En  1979,  cerca  del  25%  de  la 
población  vivía  en  áreas  servidas  por  centros  de  trauma 
regionalizados.)” — P 

El  centro  insular  para  tratamiento  de  quemados  y 
lesionados  del  cordón  espinal  es  el  Flospital  Industrial,  en 
Centro  Médico,  Río  Piedras.  No  hay  otros  centros  tercia- 
rios o regionales  especializados,  y los  hospitales  de  área  y 
regionales  atienden  en  primera  instancia  las  víctimas  de 
estas  lesiones. 

p.  “Para  1990,  al  menos  el  90%  de  la  población  deberá 
vivir  en  áreas  que  tengan  acceso  a centros  de  control  de 
envenenamientos  regionalizados  o metropolitanos,  que 
provean  información  sobre  manejo  clínico  de  exposicio- 
nes a sustancias  tóxicas  en  el  ambiente  del  hogar  o del 
trabajo.  (En  1979  cerca  del  30%  de  la  población  vivía  en 
dicahs  áreas).” — P 

El  problema  de  los  envenenamientos  en  Puerto  Rico  ha 
sido  tratado  por  Kaye  en  artículos  publicados  en  este 
Boletín,  describiendo  las  muertes  por  envenenamiento 
estudiadas  en  el  Instituto  de  Medicina  Legal  (Escuela  de 
Medicina,  Universidad  de  Puerto  Rico).  En  1968, 12de  83 
muertes  (14%)  por  envenenamiento  fueron  consideradas 
involuntarias  o no  intencionales  (las  otras  fueron  por 
suicidio,  o no  se  pudo  determinar  la  intención).  De  los  1 2 
casos,  9 eran  mayores  de  5 años.  Los  tres  tóxicos  más  fre- 
cuentemente encontrados  fueron  parathion,  derivados  de 
morfina  (por  uso  de  heroína),  y alcohol  etílico  (eviden- 
temente por  consumo  de  bebidas  alcohólicas).'*’  En  1972, 
35  de  las  104  muertes  por  envenenamiento  (34%)  se 
consideraron  involuntarias,  y 34  de  ellas  ocurrieron  en 
personas  mayores  de  5 años.  Los  tres  tóxicos  más 
frecuentemente  encontrados  entre  las  104  muertes  (sin 
separar  las  involuntarias  de  los  suicidios)  fueron  alcohol 
etílico,  parathion,  y derivados  de  barbitúricos.^°  En  1976, 
17  de  las  54  muertes  por  envenenamiento  (31%)  se 
consideraron  involuntarias,  y todas  fueron  en  personas 
mayores  de  5 años.  Los  tóxicos  más  frecuentemente 
encontrados  en  esas  17  muertes  fueron  los  derivados  de 
morfina,  y el  alcohol  etílico.^' 

Según  los  informes  de  estadísticas  vitales,  de  1980  a 
1983  ocurrieron  en  Puerto  Rico  136  muertes  por  envene- 
namiento involuntario  con  drogas,  medicamentos, 
productos  biológicos,  otras  sustancias  sólidas  y líquidas, 
gases,  y vapores  (rubros  ICDA-9;  E850-869.9),  con  un 
promedio  anual  de  34  muertes,  y valores  extremos  de  41 
(1982),  y 29  (1983).“-'^ 

Desde  1980  opera  en  San  Juan  un  centro  de  control  de 
envenenamientos,  que  estuvo  inicialmente  localizado  en 


el  Hospital  Pediátrico  Universitario  (Centro  Médico,  Río 
Piedras),  pero  ahora  está  situado  en  el  despacho  central 
de  la  Secretaría  Auxiliar  de  Emergencias  Médicas  del 
Departamento  de  Salud.  El  Centro  provee  asesoría,  por 
teléfono  (754-8535,  -8536,  -8537,  -8538)  las  24  horas  del 
día,  a llamadas  del  público  general,  o de  personal  médico 
o paramédico,  sobre  el  manejo  y tratamiento  de  cualquier 
tipo  de  envenenamiento.  Este  servicio  está  disponible  a 
toda  la  isla,  pues  el  Centro  acepta  llamadas  de  larga 
distancia  con  cargos  revertidos.  Este  objetivo  no  se 
considera  alcanzado,  pues  el  Centro  no  provee  consejería 
sobre  exposiciones  ocupacionales  a sustancias  tóxicas. 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

q.  “Para  1990,  al  menos  el  75%  de  los  estados  habrá 
desarrollado  un  plan  detallado  para  la  notificación 
uniforme  de  las  lesiones.” — P 

Un  estudio  reciente  del  “Institute  of  Medicine”  y el 
“National  Research  Council”  incluyó  entre  sus  principa- 
les recomendaciones  para  controlar  el  daño  por  lesiones 
que  sufre  la  población,  el  establecimiento  de  un  sistema 
nacional  de  vigilancia  epidemiológica  de  lesiones.”  El 
“Center  for  Environmental  Health”  de  los  “Centers  for 
Disease  Control”  ha  publicado  guías  para  establecer 
sistemas  de  vigilancia  epidemiológica  y para  llevar  a cabo 
estudios  de  prevalencia  de  lesiones  no  intencionales.^  La 
División  de  Higienización  del  Ambiente  Físico  inmediato 
de  la  Secretaría  Auxiliar  de  Salud  Ambiental  del 
Departamento  de  Salud  llevó  a cabo  encuestas  en  1982  y 
1983  para  evaluar  las  condiciones  de  seguridad  (riesgos 
para  lesiones)  en  los  hogares  y la  prevalencia  de  lesiones 
no  intencionales  en  14  pueblos  de  la  isla.  Desafortuna- 
damente, el  procesamiento  de  datos  por  computadora,  en 
una  facilidad  federal,  no  ha  sido  completado.  No  hay  al 
momento  en  Puerto  Rico,  ni  a nivel  nacional,  un  sistema 
como  el  que  propone  este  objetivo. 

Discusión 

Las  lesiones  involuntarias  le  cuestan  a la  sociedad  más 
que  ninguna  enfermedad.  Este  costo  puede  cuantificarse 
en  términos  de  vidas  perdidas,  el  impacto  económico,  la 
probabilidad  de  morir  por  lesiones,  o los  años  perdidos 
de  vida  productiva.”'”  En  1977,  aunque  las  lesiones 
involuntarias  ocuparon  el  cuarto  lugar  entre  las  causas  de 
mayor  mortalidad  en  Puerto  Rico,  causaron  el  mayor 
número  de  años  de  vida  productiva  perdidos  (AVPP) 
(30,581),  el  24%  de  todos  los  AVPP  ese  año.”  Para  1982, 
en  que  las  muertes  por  CVM  llegaron  a su  punto  más  bajo 
en  veinte  años,  los  AVPP  por  lesiones  involuntarias  en 
Puerto  Rico  bajaron  a 25,689,  el  21%  de  todos  los  AVPP 
ese  año.” 

A diferencia  de  las  enfermedades  cardiovasculares  y el 
cáncer  (las  principales  causas  de  mortalidad  en  la  isla),  un 
gran  número  de  las  lesiones  involuntarias  son  evitables 
con  las  capacidades  técnicas  actuales,  por  medidas  de 
bajo  costo  en  relación  a sus  beneficios  potenciales. 
Trágicamente,  estas  medidas  preventivas  con  frecuencia 
no  se  aplican.  Distintos  tipos  de  lesiones  tienen  diferentes 
factores  de  riesgo.  Esos  factores  se  categorizan  usual- 
mente como  condiciones  pre-evento,  del  evento,  y post- 
evento. Estas  tres  categorías  se  dividen  a su  vez  en  tres 
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áreas,  de  factores  humanos,  de  equipo,  o de  ambiente 
(físico  o social),  formando  una  matriz  de  9 celdas.  Cada 
celda  resalta  unas  oportunidades  para  intervención  pre- 
ventiva, para  reducir  la  probabilidad  de  lesiones.”  La 
manera  más  efectiva  de  proteger  grupos  a alto  riesgo  de 
lesiones  (sean  conductores,  peatones,  trabajadores,  niños 
pequeños  o ancianos)  es  con  medidas  que  no  exijan 
motivación  individual  ni  esfuerzo  repetido.  Un  ejemplo 
es  la  “tapa  a prueba  de  niños”  en  frascos  de  medicinas, 
que  redujo  la  incidencia  de  envenenamientos  por  50%  en 
los  primeros  tres  años  de  su  uso  ( 1973-76).”  Otro  ejemplo 
de  este  tipo  de  medida,  pero  que  no  se  ha  puesto  en  efecto, 
es  el  detenedor  automático  en  los  automóviles  (a  que  se 
refiere  el  objetivo  I)  para  sustituir  el  cinturón  de  seguri- 
dad, que  depende  de  la  motivación  individual  y el 
esfuerzo  repetido  del  que  viaja  en  auto.  Es  más  efectivo 
que  los  fabricantes  de  automóviles  instalen  detenedores 
automáticos,  y no  que  se  legisle  en  cada  estado  para  hacer 
obligatorio  el  uso  del  cinturón  (pues  estas  leyes  afectan  el 
comportamiento  de  un  porcentaje  muy  bajo  de  la 
población). 

Cambiar  el  comportamiento  humano  es  muy  difícil, 
según  ilustra  la  frecuente  y mantenida  influencia  del 
alcohol  en  CVM  serias  y fatales,  a pesar  de  que  casi  todas 
las  sociedades  industriales  han  establecido  leyes  y activi- 
dades para  obligar  a que  la  gente  no  conduzca  intoxi- 
cada.” Se  encuentran  altas  concentraciones  de  alcohol  en 
sangre  en  una  gran  proporción  de  muertes  por  CVM, 
pero  también  en  elevada  proporción  de  las  muertes  por 
caídas,  lesiones  de  cabeza,  fuegos  en  residencias,  ahoga- 
mientos,  sofocación  por  alimentos  y,  por  supuesto, 
homicidios.*®  Por  esto  puede  asegurarse  que  la  ingestión 
de  alcohol  es  uno  de  los  factores  claves  en  la  precipitación 
de  eventos  que  producen  lesiones  en  adultos. 

El  mensaje  de  la  influencia  del  alcohol  en  las  muertes 
por  CVM  en  Puerto  Rico  viene  repitiéndose  en  las 
páginas  de  este  Boletín  por  más  de  dos  décadas.  El  toxi- 
cólogo  Sidney  Kaye,  en  una  serie  de  artículos  publicados 
de  1964  a 1977  documentó  cómo  en  las  muertes  por  CVM 
examinadas  en  el  Instituto  de  Medicina  Legal  una  gran 
proporción  tenía  altos  niveles  de  alcohol  en  sangre.  Los 
niveles  eran  tan  altos  que  sugerían  que  esos  bebedores 
habían  consumido  sobre  9 onzas  de  licor  80  grados 
prueba  antes  de  morir.*' 

La  causa  más  frecuente  de  lesiones  involuntarias  en 
Puerto  Rico  es  la  colisión  de  vehículos  de  motor.  Sus 
consecuencias  de  muerte  e incapacidad  afectan  princi- 
palmente la  población  menor  de  44  años,  y son  la  causa 
principal  de  muertes  ocupacionales.''*  Es  paradójico  que 
nuestra  sociedad  haya  contemplado  pasivamente  el 
aumento  en  la  incidencia  de  muertes  por  CVM  sin  exigir 
mayor  penalización  a conductores  y peatones  ebrios, 
mientras  que  mueve  resortes  legales  y políticos  ante  el 
aumento  en  la  incidencia  de  homicidios  (a  niveles 
menores  de  los  de  muertes  por  CVM)  (ver  Figura  2).*^’  *^ 
Recientemente,  sin  embargo,  se  están  discutiendo,  e 
implantando,  medidas  para  disminuir  el  número  de 
embriagados  en  la  calle:  se  está  planteando  la  necesidad 
de  hacer  más  severas  las  penas  a conductores  ebrios,  el 
Senado  discutió  legislación  para  subir  la  edad  a que  la  ley 
permite  ingerir  bebidas  alcohólicas  (de  18  a 21  años),  y la 
Asamblea  Municipal  de  San  Juan,  por  la  Ordenanza  14 
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Figura  2.  Tasas  de  mortalidad  por  homicidios  y coiisiones  de  vehicuios  de 
motor.  Puerto  Rico,  1931-1985,  por  cien  mil  habitantes  de  población. 
Datos  de  los  Informes  anuales  de  estadísticas  vitales  (1931-1983),  la 
Policía  de  Puerto  Rico  y la  Comisión  para  Seguridad  en  el  Tránsito  (1983- 
1985).  (Referencias  7,  10,  14,  24) 


de  1986,  ha  prohibido  la  venta  o consumo  de  bebidas 
alcohólicas  en  aceras,  calles  o automóviles  en  los  límites 
del  municipio.*”**  Además  la  CPST  ha  implantado  un 
programa  dirigido  a proveer  asistencia  a un  fiscal 
especial,  mediante  investigadores  que  recopilen  datos 
relacionados  con  casos  de  homicidio  por  CVM,  lesiones 
graves  relacionadas  al  uso  de  alcohol,  y arrestos  de 
conductores  intoxicados.  Este  plan  piloto  tiene  como 
meta  ayudar  al  sistema  judicial  a emitir  sentencias 
apropiadas  en  casos  de  conducta  peligrosa  en  las 
carreteras  por  uso  de  alcohol,  especialmente  en  los  casos 
de  reincidencia.^* 

El  valor  máximo  de  la  tasa  de  muertes  por  CVM  en 
Puerto  Rico  ocurrió  en  1973  (22  muertos  por  cien  mil 
habitantes).  La  incidencia  bajó  precipitadamente  de  1973 
a 1975  (a  cerca  de  16  por  cien  mil)  para  desde  entonces 
oscilar  cerca  de  17  por  cien  mil.  La  tasa  en  1982  (15  por 
cien  mil)  fue  la  más  baja  desde  1962.  ¿Qué  causó  la 
reducción  drástica  después  de  1973?  Probablemente 
varios  factores,  entre  ellos  el  alza  en  los  precios  de 
gasolina  y por  lo  tanto  el  menor  uso  de  vehículos  de 
motor;  la  implantación  de  las  leyes  de  uso  de  cinturón  de 
seguridad  y de  velocidad  máxima  a 55  millas  por  hora; 
quizás  el  fenómeno  documentado  en  Estados  Unidos  de 
que  cuando  la  economía  se  deteriora  las  muertes  por 
CVM  disminuyen;  y una  probable  disminución  (no 
explicada)  en  el  número  de  conductores  y peatones  ebrios 
en  Puerto  Rico  en  1974.**"*’ 

En  1982  Puerto  Rico  tuvo  una  tasa  de  mortalidad 
(ajustada  por  edad)  por  lesiones  involuntarias  considera- 
blemente menor  que  la  tasa  de  Estados  Unidos  (27.8 
vs.37.1  por  cien  mil  habitantes).**  De  los  diecisiete 
objetivos  nacionales  de  salud  para  1990  referentes  a 
prevención  de  accidentes  y control  de  lesiones,  cuatro  ya 
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están  aparentemente  conseguidos  en  Puerto  Rico  (una 
tasa  de  mortalidad  por  lesiones  de  vehículos  de  motor  en 
niños  menores  de  quince  años  de  edad  no  mayor  de  5.5; 
una  tasa  de  mortalidad  por  accidentes  en  el  hogar  en 
niños  menores  de  15  años  no  mayor  de  5 por  100,000;  las 
muertes  por  fuegos  en  residencias  no  serán  más  de  76  por 
año;  y las  muertes  no  intencionales  por  armas  de  fuego  no 
serán  más  de  24).  Siete  objetivos  están  bajo  estudio  o 
siendo  perseguidos  (una  tasa  de  mortalidad  por  CVM  no 
mayor  de  1 8;  una  tasa  de  mortalidad  por  caídas  no  mayor 
de  2;  una  tasa  de  mortalidad  por  ahogamiento  no  mayor 
de  3 por  100,000  personas;  que  todos  los  centros  de 
nacimiento,  médicos,  y hospitales  se  aseguren  de  que  por 
lo  menos  el  50%  de  los  recién  nacidos  regresen  al  hogar  en 
un  asiento  protector  aprobado  para  niños  en  el 
automóvil;  al  menos  el  75%  de  las  comunidades  con  más 
de  10,000  habitantes  deberá  tener  capacidad  de  respuesta 
y transporte  por  ambulancia  dentro  de  los  20  minutos  de 
una  llamada  de  emergencia;  virtualmente  todas  las 
personas  lesionadas  que  lo  necesiten  deben  tener  acceso  a 
sistemas  regionalizados  de  atención  a trauma,  quema- 
duras, y lesiones  del  cordón  espinal;  y al  menos  el  90%  de 
la  población  deberá  vivir  en  áreas  que  tengan  acceso  a 
centros  de  control  de  envenenamientos  regionalizados  o 
metropolitanos,  que  provean  información  sobre  manejo 
clínico  de  exposiciones  a sustancias  tóxicas  en  el 
ambiente  del  hogar  o del  trabajo).  No  hay  información 
para  evaluar  la  situación  en  Puerto  Rico  respecto  a los 
seis  objetivos  restantes:  el  número  de  quemaduras  por 
agua  hirviendo  que  necesiten  atención  hospitalaria 
deberá  ser  reducido  a no  más  de  28  por  año;  la 
proporción  de  automóviles  con  detenedores  [restraints] 
de  protección  automáticos  deberá  ser  de  más  del  75%;  al 
menos  1.21  millones  de  sistemas  funcionales  de  alarma  de 
humo  deberán  ser  instalados  en  las  unidades  residenciales; 
la  proporción  de  padres  de  niños  menores  de  10  años  que 
pueden  identificar  medidas  apropiadas  de  prevención 
para  los  tres  riesgos  principales  de  heridas  serias  a sus 
hijos  (CVM,  quemaduras  y envenenamientos),  deberá  ser 
mayor  del  80%;  virtualmente  todos  los  proveedores  de 
cuidado  primario  de  salud  deben  aconsejar  a los 
pacientes  sobre  la  importancia  de  los  cinturones  de 
seguridad,  e incluir  instrucción  sobre  asientos  protectores 
para  niños  para  prevenir  lesiones  por  accidentes  de 
vehículos  de  motor,  como  parte  de  su  interacción  ruti- 
naria con  los  padres;  y el  estado  habrá  desarrollado  un 
plan  detallado  para  la  notificación  uniforme  de  las 
lesiones. 

Aunque  cambiar  la  conducta  humana  sea  tarea  difícil, 
es  necesario  educar  al  público,  aunque  sea  por  el  medio 
de  la  compulsión  legal,  sobre  las  consecuencias  del 
comportamiento  arriesgado.  El  cine  y la  televisión 
presentan  constantemente  una  imagen  falsa  de  la 
conducta  peligrosa,  cuando  personas  intoxicadas,  o que 
conducen  automóviles  a velocidades  exageradas  por  una 
vía  urbana,  hacen  piruetas  y destrozan  autos,  sin  sufrir  un 
rasguño.  La  conducta  peligrosa  tiene  consecuencias 
trágicas  que  el  cine  y la  televisión  no  muestran.  La  tarea 
de  las  agencias  gubernamentales  y privadas,  académicas 
y cívicas  se  hace  por  esto  más  difícil,  pero  también  más 
necesaria. 


Abstract:  In  1980  the  U.S.  Public  Health  Service 

published  a series  of  objetives  for  the  improvement  of  the 
health  of  the  inhabitants  of  the  country  in  the  next  ten  years. 
Of  the  seventeen  national  health  goals  for  1990  alluding  to 
accident  prevention  and  injury  control,  four  have  been 
apparently  achieved  in  Puerto  Rico  (a  motor  vehicle  fatality 
rate  for  children  under  age  15  no  greater  than  5.5,  and  a 
home  injury  fatality  rate  for  children  under  age  15  no  greater 
than  5 per  100,000  children;  residential  fíre  deaths  reduced 
to  no  more  than  76  per  year;  and  the  number  of  unintended 
deaths  from  firearms  is  no  more  than  24).  Seven  objetives 
are  under  study  or  being  pursued  (a  motor  vehicle  fatality 
rate  no  greater  than  18;  a mortality  rate  from  falls  no  more 
than  2,  and  a mortality  rate  for  drowing  no  more  than  3 per 
100,000;  all  birthing  centers,  physicians,  and  hospitals 
should  ensure  that  at  least  50%  of  newborns  return  home  in 
a certified  child  passenger  carrier;  at  least  75%  of 
communities  with  over  10,000  inhabitants  should  have  the 
capability  for  ambulance  response  and  transport  within  20 
minutes  of  a call;  virtually  all  injured  persons  in  need  should 
have  access  to  regionalized  systems  of  trauma  centers,  burn 
centers,  and  spinal  cord  injury  centers;  at  least  90%  of  the 
population  should  be  living  in  areas  with  access  to 
regionalized  or  metropolitan  area  poison  control  centers 
that  provide  information  on  the  clinical  management  of 
toxic  substance  exposures  in  the  home  or  work  environment). 
There  is  no  information  to  evaluate  the  situation  in  Puerto 
Rico  regarding  the  remaining  six  objectives:  the  number  of 
tap  water  scald  injuries  requiring  hospital  care  should  be 
reduced  to  no  more  than  28  per  year;  the  proportion  of 
automobiles  containing  automatic  restraint  protection 
should  be  greater  than  75%;  at  least  1.21  million  functional 
smoke  alarm  sistems  should  be  installed  in  residential  units; 
the  proportion  of  parents  of  children  under  age  10  who  can 
identify  appropriate  measures  to  address  the  three  major 
risks  for  serious  injury  to  their  children  (i.e.,  motor  vehicle 
collisions,  burns,  poisonings)  should  be  greater  than  80%; 
virtually  all  primary  health  care  providers  should  advise 
patients  about  the  importance  of  safety  belts  and  should 
include  instruction  about  use  of  child  restraints  to  prevent 
injuries  from  motor  vehicle  accidents  as  part  of  their 
routine  interaction  with  parents;  and  the  state  will  have 
developed  a detailed  plan  for  the  uniform  reporting  of 
injuries.  The  achievement  of  these  objectives  in  Puerto 
Rico,  as  in  other  states,  requires  the  cooperation  of  many 
governmental,  private,  academic  and  voluntary  institutions. 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — not  what's  cheapest.  Yet 
today’s  physicians  are  wrestling  with  a troubling  array  of 
cost-containment  initiatives:  fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to  care.  The  stakes  are 
high -life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness,  but  not  at  the  expense  of 
quality  care  - or  physicians'  freedom  to  provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-containment  information  through  publica- 
tions, workshops  and  annual  meetings:  by  forming  the  Cost  Effective- 
ness Network  and  the  National  Commission  on  the  Cost  of  Medical 
Care;  and  by  launching  projects  like  the  Health  Policy  Agenda  for  the 
American  People.  In  Washington,  D.C.,  and  in  court,  were  fighting 
government-imposed  fee  freezes  and  other  attempts  to  limit  health 
care  choices. 

This  is  one  fight  you  and  your  patients  can't  afford  to  lose.  Give  the 
profession  the  leverage  it  needs  to  win.  Join  the  AMA. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 


MEDICOS  DE  FAMILIA 


• I-?usca  usted  la  satisfacción 
y propia  en  ver  que  la  prestación 
^e  sus  servicios  médicos  influye 
en  gran  medida  en  la  vida  de  sus 
pacientes  o en  el  nivel  de  vida  de  la 
comunidad?  ¡Bueno,  esta  es  su  opor- 
tunidad para  atender  a pacientes 
que  realmente  necesitan  de  su  ayuda! 

Actualmente,  existen  en  las  ciuda- 
des comunidades  que  no  reciben  las 
prestaciones  medicas  que  necesitan, 
ya  sea  en  lugares  a orillas  de  las 
carreteras  y en  lugares  apartados, 
desde  el  Estado  de  Maine  hasta  el 
sur  del  Estado  de  California.  Doctor, 
los  hospitales,  las  clínicas  y los 
centros  de  salud  en  estos  lugares 
necesitan  de  su  ayuda. 

Tanto  el  Cuerpo  Nacional  de 
Servicios  de  Salud  como  el  Servicio 
Indígena  de  la  Salud,  le  ofrecen  a 
usted  la  oportunidad  de  convertirse 
en  un  médico  que  influya  en  la 
comunidad. 


Haga  una  verdadera 


^ Usted  tendrá  garantizados  un 
salario  y vacaciones  pagadas 
sin  tener  que  incurrir  en  grandes 
gastos  ni  en  gastos  de  seguro  contra 
dema  ndas. 

^ Usted  puede  tener  la  oportuni- 
dad  de  ser  miembro  de  una 
nueva  práctica  privada  en  un  lugar 
distinto  del  país,  que  realmente  lo 
necesita. 


Si  usted  es  un  médico  de  familia 
que  está  certificado  por  la  Junta  o es 
considerado  elegible  por  la  Junta,  y 
busca  una  aventura,  un  poco  más  de 
libertad  y una  gran  oportunidad 
para  influir  en  los  pacientes  que 
más  lo  necesitan,  comuniqúese  con: 


Recruitment  Program 
Suite  600  (H-1) 

8201  Greensboro  Drive 
McLean,  VA  22102 

o 

llame  al  (800)  227-9393 

(703)  821-9855  (en  VA) 


El  Cni’r/’O  Nncicnnl  i/i'  Servicios  ilc  Scilml  y el  Servicio 
bii/íyt'Mii  lie  In  Snlml  son  eini'lenilores  ijiie  oirecen 
lyiinhlnd  de  oi’orliinidnd  n los  trnhnindores. 


Departamento  de  Salud  y de  Servicios 
Humanos  de  los  Estados  Unidos. 

Servicio  de  Salud  Pública 

Oficina  de  Recursos  y Servicios  de  Salud 


contribución  a ia  salud  de  la  comunidad 
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CASES  IN  PULMONOLOGY 


Abstract:  A sixteen  year  old  Puerto  Rican  girl  had 

worsening  of  asthma  associated  with  exercise.  Broncho- 
provocation  treadmill  tests  following  standards  established 
by  the  American  Academy  of  Allergy  and  Immunology, 
clearly  demonstrated  significant  bronchoconstriction  after 
8 minutes  of  exercise.  Although  we  have  clinically  suspected 
the  existence  of  exercise  induced  asthma  in  Puerto  Rico,  as 
far  as  we  know,  this  is  the  first  documented  case  reported  in 
our  medical  literature.  We  have  stressed  the  importance  of 
conducting  further  studies  on  the  nature  and  magnitude  of 
the  problem  in  Puerto  Rico,  as  well  as  of  increasing 
awareness  among  our  health  care  professionals  concerning 
the  importance  of  providing  these  patients  with  optimal 
care,  oriented  towards  preventive  measures,  prophylactic 
medications  and  allowing  for  maximum  enjoyment  of  the 
chosen  activities. 

The  ability  of  exercise  to  bring  on  acute  attacks  of 
asthma  has  been  known  since  the  seventeenth 
century.'  However,  it  is  only  within  the  last  20  years  that 
the  problem  of  exercise-induced  asthma  (EIA)  has 
received  specific  attention.  As  a result,  we  have  important 
and  new  insights  into  its  clinical  spectrum,  physiologic 
characteristics,  pathophysiologic  mechanisms,  and  ma- 
nagement. 

Significant  bronchoconstruction  has  been  reported  in 
more  than  70%  of  asthmatics  following  exercise.  If  one 
accepts  that  approximately  10  percent  of  the  population 
of  the  United  States  suffers  from  some  form  of  asthma, 
then  approximately  20  million  people  are  potentially 
susceptible  to  EIA  in  this  country  alone. ^ In  the 
Australian  Olympic  Team  8 and  10  per  cent  of  the 
athletes  were  asthmatic  in  1976  and  1980  respectively. 
Although  more  that  half  were  swimmers,  others  were 
runners.  Throughout  history,  many  Olympic  medallists 
have  been  asthmatics.  In  the  last  seven  Olympic  games, 
there  has  been  at  least  one  asthmatic,  medal  winner,  75% 
of  the  awards  being  gold.^ 
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Different  mechanisms  for  EIA  have  been  proposed 
including  factors  related  to  inhalation  of  dry,  cool  air 
leading  to  heat  and  water  loss  in  the  airways.  Given  the 
warm  humid  climate  of  Puerto  Rico,  exercise  induced 
asthma  would  be  a rare  occurrence  in  the  island,  but  our 
experience  in  clinical  practice  suggests  that  EIA  is  not 
uncommon  in  our  environment.  Therefore,  an  attempt  to 
document  EIA  in  Puerto  Rico  may  be  useful,  no  only  for 
its  implications  in  clinical  management,  but  also  as  a 
contribution  to  understanding  of  the  mechanisms 
involved.  We  report  the  case  of  an  adolescent  with 
bronchial  asthma  with  a long  term  follow  up  and,  as  far 
as  we  know,  the  first  reported  case  with  confirmed  EIA  in 
Puerto  Rico.  This  is  intended  to  be  a preliminary  report 
leading  to  future  investigations.  At  this  time  we  hope  to 
elicit  increased  awareness  of  EIA  among  our  physicians 
as  well  as  other  health  professionals  who  care  for 
asthmatic  patients,  specially,  if  they  are  involved  in  sports 
activities. 

Subject  and  Methods 

The  patient  is  a sixteen  year  old  adolescent  who  has 
been  involved  in  competitive  sport  activities  during  the 
past  few  years.  She  complained  of  cough  and  shortness  of 
breath  during  exercise  which  included  softball,  volleyball 
and  aerobics.  She  had  bronchiolitis  at  the  age  of  8 months 
followed  by  recurrent  episodes  of  bronchial  asthma.  At 
the  age  of  two  years  she  aspirated  a peanut  into  the  right 
lung,  and  it  was  removed  by  bronchoscopy.  Thereafter, 
she  had  multiple  hospitalizations  due  to  acute  bron- 
chospasm  and  bronchopneumonia.  During  the  past  few 
years  she  had  been  under  adequate  control  with  inhaled 
bronchodilators,  cromolyn  and  inhaled  steroids.  We 
performed  an  exercise  challenge  test  in  our  pulmonary 
laboratory  in  order  to  confirm  the  presence  of  exercise- 
induced  bronchoconstriction. 

A treadmill  ergometer  (Universal  Tredex,  Cedar 
Rapids,  Iowa)  was  used  following  the  recommendations 
of  the  Bronchoprovocation  Committee  of  the  American 
Academy  of  Allergy  and  Immunology. “ Spirometric 
measures  were  conducted  on  a Med-Science  wedge 
spirometer  (St.  Louis,  MO)  and  an  Apple  II  personal 
computer  with  a 1200  Med  Science  series  program. 
Baseline  values  of  forced  vital  capacity  (FCV),  forced 
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expiratory  volume  in  1 second  (FEVl),  maximum 
midexpiratory  flow  rate  (FEF  25-75),  and  peak  expira- 
tory flow  rate  (PEFR)  were  recorded.  Monitoring  of 
heart  rate,  blood  pressure  and  arterial  oxygen  saturation 
were  carried  out  during  study.  She  was  exercised  in  a 
single  steady  state  run  of  8 minutes  and  her  heart  rate 
reached  90  per  cent  of  its  predicted  maximum  for  age.** 
Spirometry  was  repeated  at  2,  5,  10,  15,  20  minutes 
post  exercise  and  following  beta-adrenergic  inhalation 
(albuterol).  The  criterion  used  fora  positive  exercise  test 
was  a maximal  drop  of  20  per  cent  or  more  of  post- 
exercise forced  expiratory  volume  (FEVl)  as  compared 
with  the  pre-exercise  forced  expiratory  volume  (FEVl).*' 

Results 

Our  patient  had  a maximal  fall  of  42%  during  the  first 
five  minutes  post-exercise  (Table  I)  comfirming  the 
presence  of  EIA.  Although  she  showed  a tendency 
toward  improvement  at  20  minutes  post-exercise,  due  to 
the  severity  of  the  bronchospastic  response,  inhaled 
albuterol  was  administered  resulting  in  a return  to 
normal  baseline  levels. 


TABLE  I 


FEV, 

TIME  (min) 

Percent  Change 

Post-Exercise 

42 

2 

42 

5 

32 

iO 

36 

i5 

28 

20 

Table  1:  Percent  fall  in  FEV  1 between  2 and  20  minutes  after  exercise 
during  8 minutes  in  the  treadmill  in  a sixteen  year  old  girl  with  symptoms 
of  exercise-induced  asthma. 


Figure  1 (a) 


Figure  1 (b) 

Figure  1(a)  This  represents  the  forced  expiratory  volume  in  one  second  at 
baseline  and  after  8 minutes  of  steady  state  exercise.  There  is  a maximal 
drop  at  2 and  5 minutes  with  mild  improvement  after  20  minutes  and 
almost  returning  to  normal  after  albuterol,  (b)  Flow-volume  loops 
showing  obstructive  response  post-exercise  and  effect  of  albuterol. 


Discussion 

Exercise-induced  asthma  may  be  defined  as  a response 
to  exercise  occurring  in  susceptible  individuals  in  whom 
there  is  a fall  in  the  forced  expiratory  volume  in  the  first 
second  (FEVl)  greater  than  10  to  25  percent  as  compared 
to  pre-exercise  values.^’  ’ EIA  can  be  considered 

a special  case  of  bronchial  hyperactivity  that  in  itself  is 
considered  the  hallmark  of  asthma.  In  EIA  the  stimulus 
to  bronchoconstriction  is  strenuous  exertion.  When 
exercising  in  the  laboratory  about  70  percent  of  patients 
with  history  of  asthma  will  respond  with  obstruc- 
tion.There  is  only  a fair  correlation  between  the 
response  of  an  asthmatic  person  to  exercise  in  the 
laboratory  and  his  day-to-day  response  to  spontaneous 
exercise.'^  In  the  absence  of  definite  epidemiologic  data 
one  can  only  speculate  about  the  extent  of  El  A in  real  life. 
However,  it  is  conceivable  that  any  asthmatic  person 
may,  at  some  time,  experience  EIA  when  his  or  her 
activity  happens  to  be  intense  and  of  sufficient  duration. 
Potentially,  therefore,  all  asthmatics  are  at  risk. 

When  exercise  first  begins,  there  is  initial  bronchodila- 
tion  with  a fall  of  resistance  to  airflow  within  the  lungs. 
This  is  thought  to  be  due  to  release  of  endogenous 
catecholamines  as  a result  of  the  physical  stress  of 
exercise.  This  is  a normal  response  seen  in  nonasthmatic 
individuals  also.  In  contrast  to  normal  individuals, 
however,  people  with  EIA  then  develop  progressive 
airflow  obstruction  which  generally  reaches  a peak  in 
children  at  4-8  min  (6-10  in  adults)  after  stopping 
exercise.'^  Gradual  spontaneous  recovery  occurs  over  the 
next  20  to  60  minutes.’’  In  about  30  percent  of  patients 
obstruction  develops  once  more  3-9  hours  (late  phase) 
after  exercise  had  stopped.”’  ” During  the  acute 
episode,  airway  resistance  is  elevated  and  airflow  rates 
are  reduced.  Identification  and  quantification  of  airway 
obstruction  is  best  determined  by  measurement  of  FEV  1 
due  to  the  availability,  simplicity  and  reproducibility  of 
the  procedure.  The  ease  of  testing  is  particularly 
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important  during  the  period  when  respiratory  rate  is 
increased  as  a result  of  exercise. 

Theories  attempting  to  explain  mechanisms  for  EIA 
have  been  contradictory.  There  are  several  theories. 
First,  that  in  some  way  increase  in  ventilation  and  to  a 
negligible  extent  an  increase  in  expiratory  air  temperature 
lead  to  respiratory  heat  loss  and  airway  cooling.'^’ 
This  brings  out  osmotic  changes  throughout  the  mucosal 
surface  that  could  potentially  lead  to  hyperosmolar- 
direct-triggering  of  mast  cells  to  release  mediators 
(histamine,  bradykinin,  neutrophil  chemotactic  factor  of 
anaphylaxis).'^  Nerve  endings  which  are  present  in  the 
bronchial  wall,  by  being  stimulated  would  cause 
bronchospasm  mediated  by  the  vagus-parasympathetic 
system.  Alterations  in  autonomic  control  of  both  airway 
smooth  muscle  and  vascular  function  could  result  in  a net 
effect  leading  to  bronchoconstriction.  The  late  phase 
could  be  explained  by  a second  release  of  mediators 
(prostaglandins,  leukotrienes). 

One  of  the  most  recently  proposed  mechanisms  has  to 
do  with  “reactive  hyperemia”.^"  When  a person  exercises, 
there  is  cooling  of  the  airways  by  mechanisms  alreadly 
mentioned.  Decrease  in  size  of  the  bronchial  blood 
vessels  results  from  this  cooling.  This  is  a nor  mal  event  in 
all  individuals,  leading  to  the  necessary  thermal  gradients 
between  the  airway  wall  and  airstreams  with  a net  effect 
of  water  being  directed  toward  the  bronchial  wall  on 
expiration.  The  colder  the  airway  response,  the  greater 
the  gradient  and  the  more  efficient  the  heat  exchange. 
When  exercise  stops,  warming  of  the  airstream  occurs 
and  it  has  been  found  that  in  asthmatics  this  rewarmth  is 
much  greater  and  4 times  faster  than  in  normal 
individuals.  It  is  postulated  that  this  event  is  caused  by  a 
sudden  rush  of  blood  back  into  the  airways  and  this  may 
in  turn  cause  edema  and  congestion  of  airway  wall. 
Whether  this  is  caused  by  mediators  release  remains  to  be 
determined. 

In  some  cases,  when  exercise  tests  are  conducted  at 
intervals  of  2 hours  or  less,  a refractory  period  ensues 
during  which  none  or  minimal  obstruction  occurs.  It  is 
present  in  about  40  percent  of  patients  and  may  last  up  to 
2 hours.  The  probable  mechanisms  involved  include 
increase  in  circulating  catecholamines,  increase  in  beta- 
adrenergic  receptors,  and  depletion  of  mediators  of 
airway  reactivity. 

The  occurrence  of  EIA  depends  upon  the  type  of 
exercise  performed,  its  intensity,  duration  and  the 
atmospheric  conditions  under  which  it  is  carried  out.  The 
amount  of  respiratory  heat  loss  during  any  given  task  is  a 
function  of  volume  of  air  breathed.  Thus,  activities  such 
as  cycling  or  running,  which  result  in  high  ventilation 
rates,  lead  more  predictably  to  EIA  than  do  those  that 
require  relatively  brief  spurts  of  activity,  such  as  football 
or  baseball.  The  ambient  air  temperature  and  humidity  in 
which  exercise  is  performed  are  also  important. 
Swimming  is  particularly  well  tolerated  by  these  patients; 
it  is  performed  under  warmer  and  more  humid 
environmental  conditions,  which  cause  less  heat  loss  and 
airway  cooling.  Another  nonspecific  factor  is  air 
pollution. Studies  have  shown  that  exercise  during 
periods  of  high  pollution,  results  in  more  exercise- 
induced  asthma  than  during  less  polluted  periods. 


The  exercise  provocation  test  may  be  useful  in 
screening  asthmatics  for  participation  in  activities  where 
risk  is  involved,  such  as  athletic  competition.  It  is  highly 
informative  in  the  evaluation  of  medication  for  EIA  and 
as  a non  specific  challenge  test  to  diagnose  asthma  in 
patients  with  atypical  respiratory  symptoms,  or  in  those 
who  have  long  symptomless  periods.'’’ 

Management 

In  a subject  with  El  A,  our  goal  is  to  retrict  activities  as 
little  as  possible  in  order  to  foster  optimal  physical  and 
emotional  development.  Although  EIA  is  not  typically 
life-threatening,  it  can  be  severe,  and  may  limit 
participation  in  sport  activities.  Usually  the  bronchos- 
pastic  response  is  self-limited  and  typically  the  patient 
improves  after  20  to  60  minutes  depending  upon  the 
severity  of  the  bronchospasm.  The  best  treatment  for 
EIA  is  prophylactic.  The  most  effective  drugs  in  current 
use  are  beta-adrenergic  drugs  and  disodium  cromogly- 

cate,  administered  in  aerosol. The  medications 
can  be  inhaled  just  prior  to  the  activity  and  the  protective 
effect  lasts  from  2 to  6 hours.  Either  type  of  medication 
can  be  used  or  both.  When  latent  bronchospasm  is 
suspected  prior  to  exercise,  it  is  advisable  to  administer 
the  beta  adrenergic  first,  followed  by  disodium  cromo- 
glycate  either  by  spinhaler  or  metered  dose  inhaler.  For 
reversal  of  EIA  the  drug  of  choice  is  a beta-adrenergic 
drug  such  as  albuterol.  This  was  evident  in  our  patient 
who  improved  to  almost  baseline  (FEV  1)  levels  after 
albuterol  inhalation.  For  small  children  or  other  persons 
who  can  not  use  aerosols,  oral  albuterol  may  be  effective 
prophylactically  if  administered  in  high  doses  of  0. 15  mg 
per  kg.'‘* 

Another  protective  mechanism  is  the  practice  of  nasal 
breathing  during  exercise.  This  will  decrease  the 
detrimental  effect  of  cold  air  and  dryness  upon  the  airway. 
In  patients  with  allergic  rhinitis,  a nasal  vasoconstrictor  is 
indicated  to  increase  nasal  airway  patency.  Of  special 
consideration  is  choosing  the  right  activity.  Swimming  is 
the  less  “asthmogenic”  exercise  and  should  be  strongly 
recommended.  Other  suggested  activities  are  the  ones 
which  provide  intermittent,  short  bursts  of  exercise 
(1-3  min),  interspersed  with  rest  or,  preferably,  mild 
exertion. 

Conclusion 

We  have  confirmed  the  presence  of  EIA  in  a female 
Puerto  Rican  adolescent  involved  in  competitive  sport 
activities.  Treatment  in  this  patient  with  inhaled 
albuterol  resulted  in  excellent  clinical  response.  We 
believe  that  further  studies  are  necessary  to  elucidate  the 
nature  and  extent  of  the  problem  in  Puerto  Rico.  Such 
study  is  already  in  progress.  Nowadays,  with  the  priority 
being  given  to  physical  health  and  conditioning,  it  is  to  be 
expected  that  more  patients  will  be  encountered  with  the 
problem  of  asthma  induced  by  exercise.  It  is  important 
for  the  health  care  professionals  and  the  community  in 
general,  to  be  aware  of  the  condition;  that  it  can  be 
treated  and  in  many  cases,  prevented  totally  without 
unnecessary  restrictions  and  alterations  of  the  normal  life 
of  the  patient. 
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Resumen:  Una  adolescente  puertorriqueña  de  16  años 

de  edad  manifestaba  empeoramiento  del  asma  con  el 
ejercicio.  La  prueba  de  broncoprovocación  mediante  los 
métodos  y estándares  recomendados  por  la  Academia 
Americana  de  Alergia  e Inmunología  demostró  claramente 
una  notable  broncoconstricción  después  de  8 minutos  de 
ejercicio.  Aunque  clínicamente  bemos  sospechado  la 
existencia  de  esta  afección  en  Puerto  Rico,  hasta  donde 
sabemos,  éste  es  el  primer  caso  confirmado  de  asma 
inducida  por  el  ejercicio  que  se  publica  en  nuestra  literatura 
médica.  Recalcamos  la  importancia  de  realizar  más 
estudios  para  esclarecer  la  naturaleza  y magnitud  del 
problema  en  Puerto  Rico  y a la  vez  despertar  el  interés  de 
nuestros  profesionales  de  la  salud  en  proveerle  atención 
óptima  a estos  pacientes,  orientada  hacia  las  medidas 
preventivas,  los  medicamentos  profilácticos  y el  máximo 
disfrute  de  las  actividades  deportivas  de  su  preferencia. 
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Exercises  for  Low-Back  Pain  Syndromes 

Herman  J.  Flax,  MD,  FACP* 


Abstract:  Low  back  pain  of  muscle  origin  is  the  result 

of  an  imbalance  of  three  muscle  groups:  Abdominal  - hip 
flexors,  paraspinals -gluteal,  and  hamstrings.  Although  the 
most  common  cause  of  chronic  low-back  pain  is  weak 
abdominal  muscles,  all  the  trunk  and  lower  extremities' 
muscles  must  be  tested.  Only  then  can  a proper  therapeutic 
exercise  program  be  prescribed  to  strengthen  and/or 
stretch  the  affected  muscles.  Medication  will  not  correct 
this  deficit,  and  the  low-back  pain  will  remain  constant  and 
will  turn  chronic  unless  the  ihuscle  weakness  and/or 
contracture  is  corrected. 

The  most  important  manner  to  correct  and  prevent 
recurrence  of  the  painful  low-back  syndrome  is 
through  a therapeutic  exercise  program.  These  exercises 
should  be  prescribed  most  carefully  by  the  physician  and 
just  as  meticulously  supervised  by  the  physical  therapist. 
The  patients  should  not  be  permitted  to  do  them  on  their 
own  until  they  have  learned  to  do  each  one  correctly.  If 
you  just  tell  the  patients  and/or  hand  them  a sheet  of 
printed  exercises  without  proper  demonstration  and 
adequate  instruction,  they  will  not  do  them.  In  fact,  you 
are  subjecting  them  to  a poor  medical  procedure  with 
little  chance  of  cooperation  and  subsequent  failure  of 
your  treatment. 

Therapeutic  exercises  should  be  prescribed  just  as 
carefully  as  a potent  drug,  both  in  proper  dosage  and  of 
proper  quality,  in  order  to  emphasize  their  therapeutic 
value  and  avoid  secondary  injury  to  the  muscles  and 
other  soft-tissue  structures  with  recurrence  of  low-back 
pain.  Each  patient  must  be  examined  to  evaluate  his/her 
needs.  As  the  symptoms  lessen,  the  muscle  spasm 
diminishes,  and  the  trunk  movements  improve,  the 
patient  must  be  reexamined,  and  the  exercise  prescription 
must  be  changed  to  fit  the  findings.  A standard  set  of 
exercises  should  not  be  provided  routinely  to  everybody. 

Therapeutic  exercises  are  prescribed  to  train  specific 
muscles.  Therefore,  the  medical  examination  is  directed 
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towards  appraising  the  deficient  muscle  and  the  medical 
prescription  towards  stretching  and/or  strengthening 
this  muscle  or  groups  of  muscles.  Also,  the  patients  will 
not  perform  the  exercises  if  they  produce  pain  and/or 
discomfort.  Neither  will  they  exercise  correctly  if  they  are 
not  completely  convinced  of  the  long-term  benefits.  They 
may  start  a program,  but  they  will  not  stick  to  it  and  will 
stop  as  soon  as  pain  disappears. 

Finally,  tense  and  anxious  patients  do  not  relax,  and  if 
their  psychophysiological  processes  are  not  ameliorated, 
the  added  strain  of  exercising  will  augment  muscle  spasm 
and  produce  more  pain.  Unfortunately,  to  this  must  be 
added  the  secondary  gains  that  subconsciously  prevent 
the  performance  of  a successful  therapeutic  exercise 
regime  in  some  patients.  If  you  then  add  insult  to  injury 
by  producing  more  pain,  they  will  always  say  the 
exercises  make  them  worse  and  will  refuse  to  do  them. 

Obviously,  during  the  acute  phase  of  the  illness,  rest  is 
the  most  important  treatment.  More  attention  should  be 
paid  to  proper  bed  posture  than  to  therapeutic  exercises. 
To  prescribe  routine  Williams’  back-flexion  exercises  at 
this  stage  is  a misnomer.  Dr.  Williams  truly  never  meant 
his  exercises  to  be  used  routinely  at  any  time/  However, 
even  in  this  state  of  acute  pain,  repeated  gluteal-setting 
and  abdominal-tightening  exercises  can  be  done  almost 
immeditely.  By  the  second  day,  a few  back-flexion 
exercises  can  be  instituted. 

The  first  should  be  the  pelvic  tilt.  This  is  a simple  yet 
basic  abdominal  muscle  exercise.  Lie  on  the  back  and  flex 
the  knees  so  that  the  soles  of  the  feet  rest  flat  on  the  bed. 
Then  squeeze  the  buttocks  together  and  tighten  the 
abdominal  muscles,  thus  flattening  the  lumbar  curve 
against  the  firm  mattress.  Hold  for  5 to  10  seconds,  relax 
and  then  repeat  again.  The  repetitions  depend  on  the 
tolerance  of  the  patient,  i.e.  5 to  10  every  hour. 

A second  exercise  would  be  the  single-knee  kiss.  From 
the  horizontal  position  with  flexed  knees,  do  the  pelvic 
tilt,  then  raise  both  head  and  one  knee  simultaneously 
trying  to  bring  them  together  or  as  close  as  possible.  This 
can  be  repeated  with  the  other  leg.  Another  exercise  is  the 
double-knee  kiss,  which  is  the  same  as  the  above  except 
the  head  touches  both  knees.  A fourth  exercise  is  straight- 
leg  raising,  first  with  one  side  and  then  with  the  other. 

There  are,  of  course,  numerous  variations  of  these 
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simple  back-flexion  exercises  for  pelvic  tilt  and  abdominal 
muscle  strengthening  that  can  be  done  while  the  patient  is 
confined  to  his  bed  with  an  “acute  low  back”.  Not  only 
should  exercises  be  started  after  24  hours  of  bed  rest,  but 
they  should  be  supervised  by  the  physician  or  the  physical 
therapist  in  the  hospital  or  by  a member  of  the  family  who 
has  been  taught  the  routine  to  do  at  home. 

A simple  low-back  strain  will  be  pain-free  after  72 
hours  of  bed  rest  and  usually  less.  If  pain  persists,  another 
cause  must  be  found.  Unless  there  is  a radicular 
component  or  obvious  pathology,  the  six  components  of 
the  Kraus-Weber  (K-W)  test  for  physical  fitness^  are 
performed,  when  the  patient  is  symptom-free,  in  order  to 
determine  which  muscles  should  be  strengthened  and 
which  stretched.  We  test  the  power  of  the  hip-flexing 
muscles,  hip  flexing  and  abdominal  muscles,  abdominal 
muscles,  upper-back  muscles,  lower  back  muscles  and 
flexibility  of  the  hamstrings  and  back  muscles.  I modify 
the  last  test  by  having  the  patient  assume  the  horizontal 
rather  than  the  vertical  position  if  he  has  had  a recent 
attack  of  low-back  pain.  Most  adults  fail  this  test  because 
contracted  hamstrings  and/or  back  muscles  prevent  their 
touching  the  toes. 

The  most  common  cause  of  “chronic  low-back”  pain, 
however,  is  weak  abdominal  muscles.  As  long  as  these 
muscles  are  inadequate,  the  patient  will  have  recurrent 
episodes  of  low-back  pain  for  no  apparent  reason.  If  you 
show  the  patient  by  means  of  the  K-W  test  where  his  basic 
problem  lies,  he  will  be  more  conducive  to  continue  his 
exercises.  This  is  especially  true  of  the  patient  who  tells 
you  he  or  she  exercises  all  day  long,  because  he  is  a 
salesman  and  she  a busy  housewife. 

It  is  essential  that  the  exercise  program  be  kept  simple, 
take  about  20  minutes,  and  that  it  be  repeated  religiously 
every  day.  Also,  the  patient  should  be  checked 
frequently,  weekly  at  first,  then  bi-weekly,  and  finally 
monthly  to  offer  support  and  congratulations,  as  well  as 
make  necessary  changes  in  the  exercise  prescription. 

The  large  number  of  health  clubs  with  saunas  is  not  the 
solution  to  successful  treatment  of  the  low-back 
syndrome.  However,  if  this  is  the  only  way  the  patients 


will  exercise  (i.e.,  with  their  friends),  then  a note  is  written 
to  the  club  director  with  explicit  instructions,  which 
exercises  to  be  done  and  which  to  be  avoided.  In  my 
experience  this  has  not  worked  out  very  well,  and  I still 
prefer  the  patient  to  do  his  exercises  under  the  undivided 
supervision  of  an  expert  physical  therapist  until  he/she 
becomes  proficient  in  their  execution.  Then  they  can  be 
done  alone. 

No  one  can  guarantee  that  strengthening  and 
stretching  the  muscle  group  triad:  abdominal-hip  flexors, 
paraspinals-gluteals,  and  hamstrings,  will  prevent  future 
attacks  of  lower  back  pain,  but  one  can  safely  say  that  the 
number  of  successive  episodes  will  be  fewer  and  far 
between.  Once  patients  become  conscious  of  spinal 
biomechanics  and  learn  to  combat  muscular  stresses  and 
strains,  they  will  rarely  complain  of  continuing  low-back 
pain  syndromes.^ 

Resumen:  El  dolor  en  la  parte  baja  de  la  espalda,  de 

origen  muscular,  es  el  resultado  del  desbalance  de  tres 
grupos  musculares:  los  abdominales  -flexores  de  la  cadera, 
los  paraespinales  -glúteos  y los  tendones  de  la  corva.  A 
pesar  de  que  la  causa  más  común  del  dolor  de  espalda 
crónico  es  debilidad  en  ios  músculos  abdominales,  deben 
examinarse  todos  los  músculos  del  tronco  y de  las 
extremidades  inferiores.  Solamente  así  puede  prescribirse 
un  programa  de  ejercicios  terapéuticos  propio  para 
fortalecer  y/o  estirar  los  músculos  afectados.  Los 
medicamentos  no  van  a corregir  esta  deficiencia  y el  dolor 
de  espalda  se  mantendrá  constante  hasta  volverse  crónico  a 
menos  que  se  corríja  la  debilidad  muscular  y/o  contractura. 
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How  you  live 
may  save  your  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society. 
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Growth  of  Interest  in  Dietary  Fiber 

The  past  ten  years  have  shown  much  growth  of 
interest  in  dietary  fiber  in  both  nutritional  and 
medical  communities.  This  article  reviews  the  funda- 
mental metabolic  aspects  of  fiber  ingestion  and  the 
relationship  of  fiber  to  many  diet-related  diseases. 
Reviews  of  these  complex  topics  are  covered  in  other 
publications. ^ 

In  1980,  the  British  Royal  College  of  Physicians^ 
recommended  an  increased  consumption  of  fiber.  A few 
years  later,  the  (British)  Health  Education  Council 
advised  that  dietary  fiber  intake  should  increase  50%. ® By 
1985,  the  National  Cancer  Institute  (NCI)  in  the  U.S. 
stated  that  an  optimum  intake  of  fiber  is  about  25-35 
grams  per  day.^  The  NCI  recently  modified  their 
recommendations  to  state  that  Americans  should  try  to 
double  the  amount  of  fiber  they  eat.® 

Recently,  the  British  Medical  Association’  reported 
low  fiber  intakes  were  associated  with  constipation, 
diverticular  disease,  cancer  of  the  large  bowel  and 
coronary  heart  disease.  It  noted  that  fiber  intakes  had 
been  reduced  the  past  century  by  about  one-third,  that 
bread  consumption  had  fallen,  but  that  more  whole  grain 
bread  and  fiber-rich  breakfast  cereals  were  being  eaten. 

Definitions  and  Constituents 

Until  the  mid  1970s,  crude  fiber  (cellulose  and  lignin) 
was  the  form  of  fiber  measured  in  foods.  In  1 976,  Trowell 
defined  dietary  fiber  as  the  “remmants  of  plant  cells 
resistant  to  hydrolysis  by  the  alimentary  enzymes  of  man. 
It  is  composed  of  cellulose,  hemicelluloses,  oligosac- 
charides, pectins,  gums,  waxes  and  lignin. This 
definition  of  dietary  fiber  by  Trowell,  et  al.,  has  been  used 
both  in  British  Food  Tables"  and  in  the  U.S.  by  the 
Association  of  Official  Analytical  Chemists  (AOAC) 
analysis.'^ 
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The  main  components  of  dietary  fiber  are  complex 
polysaccharides  present  in  plant  cell  walls.  Non-starch 
undigested  storage  polysaccharides  are  also  included. 
Large  amounts  are  present  in  leguminous  seeds  of  beans 
and  peas;  these  are  recommended  in  new  high  fiber  diets 
of  diabetes.  Dietary  fiber  is  a very  complex  group  of 
substances  which  influence  the  digestion  and  absorption 
of  food  in  the  upper  portion  of  the  alimentary  tract  and 
the  formation  of  feces  in  the  lower  portion,  i.e.,  in  the 
colon  and  rectum . Cereal  fiber  differs  from  vegetable  and 
fruit  fiber  in  composition  and  action  in  the  body. 

Intakes 

In  countries  more  economically  developed,  adult 
intakes  of  dietary  fiber  are  estimated  to  average  about 
20g/day.  In  a typical  Western  diet,  the  main  sources  of 
fiber  are  vegetables  (45%),  cereals  and  legumes  (35%)  and 
fruits  (20%).’^  Consumption  of  bread  and  therefore 
cereal  fiber  has  decreased  considerably  during  the  present 
century.  In  Britain,  consumption  of  wheat  flour  fell  from 
280  Ibs/person/year  in  1880  to  156  Ibs/person/year  in 
1964.'''  In  the  U.S.,  cereal  fiber  intakes  have  decreased 
55%  from  1909  to  1975.'®  On  the  other  hand,  African 
peasants  consume  large  amounts  of  home-grown  lightly 
processed  plant  foods,  such  as  corn,  millet,  potatoes  and 
plantains,  so  that  adults  often  consume  dietary  fiber  at 
130g/day.'® 

Analysis 

A number  of  methods  of  analysis  of  dietary  fiber  have 
been  proposed  and  have  been  recently  reviewed.'^  AOAC 
collaborative  trials  have  been  used  to  verify  the  total 
dietary  fiber  method  as  the  preferred  method  of  choice  in 
the  U.S.  Values  for  total  dietary  fiber  in  certain  cereal 
products  are  whole  wheat  flour  (12.8%),  white  flour 
(3.3%),  wheat  bran  (42.4%),  corn  bran  (88.8%)and  white 
rice  (4.1%).'®  British  food  tables  have  reported  the 
dietary  fiber  content  of  British  common  foods;  examples 
are  whole  wheat  bread  (8.5%),  brown  bread  (5. 1%),  white 
bread  (2.7%)  and  white  rice  (2.4%)." 
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Physiological  Role  of  Dietary  Fiber:... 


Dietary  Fiber  and  the  Large  Bowel 

Since  fiber  is  not  digested  by  the  alimentary  enzymes 
present  in  the  small  intestine,  it  passes  into  the  large 
bowel,  profoundly  affecting  the  large  bowel  functions. 
Fiber  increases  fecal  bulk  and  stool  frequency,  shortens 
transit  time  and  alters  the  microflora. 

Constipation  is  difficult  to  precisely  define  and  there- 
fore impossible  to  exactly  determine  its  incidence.  The 
best  definition  is  that  constipation  is  present  in  any 
patient  who  strains  to  defecate  and  does  not  pass  easily  al 
least  one  soft  stool  daily.'®  Feeding  experiments  report 
that  for  every  extra  gram  of  cereal  fiber,  stool  weight 
increases  by  3-9g,  compared  to  only  I.9g  when  a 
comparable  amount  of  fiber  is  derived  from  fruit  and 
vegetables.'^  Cereal  fiber  is  only  slightly  degraded  by 
colonic  microflora  and  provides  energy  for  bacterial 
growth;  this  increases  fecal  bulk.'®  Constipation  is  often 
due  to  low  intake  of  cereal  dietary  fiber.  It  is  therefore 
very  common  in  Western  communities  where  bread 
consumption  has  fallen  substantially  in  the  last  100  years 
and  has  shifted  from  whole  grain  to  low  fiber  white  bread. 

Diverticular  disease  is  due  to  a low  intake  of  fiber, 
especially  cereal  fiber.  It  was  a rare  disease  in  Western 
communities  in  the  last  century,  but  incidence  has  risen 
rapidly  in  the  present  century  until  now  it  is  present  in  one 
in  three  people  over  60  years. Diverticular  disease  is  a 
rare  disease  in  African  blacks  but  is  now  appearing  in 
urban  Africans  who  have  adopted  Western  eating  habits. 
Low  fiber  diets  produce  firm  fecal  material  within  the 
large  bowel,  which  has  difficulty  in  propelling  this 
hardened  material  along  its  lumen.  Many  small  pouches 
(diverticula)  form  in  the  wall  of  the  bowel;  eventually 
some  of  these  may  become  inflamed  or  may  burst. 
Treatment  now  relies  largely  on  a high  fiber  diet  sup- 
plemented by  pharmaceutical  preparations  of  fiber.  This 
relieves  the  abdominal  pain  and  reduces  the  risk  of  the 
serious  complications,  such  as  perforation.^' 

Hemorrhoids  are  caused  by  severe  constipation  and 
straining  to  pass  hard  small  fecal  masses.  The  anus  is 
normally  closed  by  highly  vascularcushions.  Straining  to 
defecate  causes  venous  engorgement  of  these  vascular 
cushions  and  passage  of  firm  fecal  masses  exerts  a 
shearing  stress  on  these  engorded  cushions.  This  can 
cause  bleeding  and  may  rupture  the  attachment  of  the 
cushions  to  the  surrounding  sphincter  muscle  leading  to 
prolapse.  It  is  estimated  that  one  in  two  Americans  over 
age  50  has  suffered  at  one  time  from  hemorrhoids,  but  the 
disease  is  quite  uncommon  in  African  blacks. 

Cancer  of  the  Large  Bowel 

Burkitt^®  described  in  detail  the  epidemiology  of  large 
bowel  cancer  and  its  association  with  a low  dietary  fiber 
intake;  he  suggested  that  fiber  regulated  the  speed  of 
transit,  bulk  and  consistency  of  the  stool  to  dilute 
carcinogens  and  alter  microbial  metabolism.  The 
International  Association  for  Research  in  Cancer 
(lARC)  has  coordinated  two  detailed  studies  to  test  the 
fiber  hypothesis  in  Finland  and  Denmark. Bowel 
cancer  incidence  was  four  times  highe  in  Copenhagen 
(Denmark)  than  in  Kuopio  (Finland).  It  was  concluded 


that  highe  intakes  of  dietary  fiber  in  Finland  have  offerred 
protection  against  large  bowel  cancer.  Cummings®'* 
concluded  his  review  stating,  “It  is  unrealistic  to  believe 
that  dietary  fiber  is  the  only  important  dominant 
determinant  of  this  d'sease...  many  dietary,  genetic  and 
environmental  factors  contribute  to  the  eventual  expe- 
rience of  a community  of  this  cancer,  then  in  the  context 
of  Europe,  America  and  possibly  other  industrialized 
countries,  a case  can  be  made  that  dietary  fiber  is 
protective.  Nevertheless,  we  are  a long  way  from  being 
able  to  determine  which  sort  of  fiber  and  how  much.” 

Diabetes  Mellitus 

Clinical  use  of  high  fiber,  high  carbohydrate  diets  in 
the  treatment  of  diabetes  is  now  widely  recognized.  It  has 
occurred  only  recently  and  is  a reversal  of  the  previous 
teaching  which  recommended  low  carbohydrate,  high  fat 
diets.  The  change  was  initiated  by  Anderson  and  Ward  in 
the  U.S.®®  At  first,  new  high  fiber  diets  for  diabetes  relied 
on  cereal  fiber  but  soon  the  potential  value  of  gel-forming 
fibers,  present  in  leguminous  seeds,  were  found  to  lower 
both  basal  and  post-prandial  blood  glucose  levels. 

Mann  has  also  revealed  recent  developments  in  the 
investigation  of  nutritional  etiological  factors  in  type  II 
diabetes,  non-insulin-dependent  diabetes  mellitus 
(NIDDM).®^  He  has  stated  that  “there  is  more  evidence 
for,  and  less  against,  the  hypothesis  that  dietary  fiber  and 
the  starchy  foods  are  important  nutritional  factors  in  the 
etiology  and  treatment  of  type  II  diabetes  than  for  the 
sugar  hypothesis.”®® 

Mechanisms  of  action  of  high  fiber  diets  in  treatment 
of  both  type  I,  insulin-dependent  diabetes  mellitus 
(IDDM),  and  type  II  (NIDDM)  remain  obscure.  The 
result  appears  to  depend  by  no  means  exclusively  on  the 
nature  and  amount  of  fiber  but  also  on  the  physical 
structure  of  the  food,  especially  its  carbohydrate.  Thus 
removal  and  disruption  of  the  fiber  can  alter  the  blood 
glucose  levels.  For  instance,  when  apples  have  been  given 
either  whole,  pureed  or  as  juice,  it  was  found  that 
increased  removal  or  disruption  of  the  fiber  resulted  in 
higher  blood  glucose  levels.®®  The  physical  structure  of 
food,  such  as  grinding  or  cooking,  also  affects  the  blood 
glucose  levels. 

The  efficacy  and  practicality  of  the  high  fiber  diets  for 
diabetics,  employing  ordinary  foods,  now  appears 
confirmed.  There  is  agreement  that  the  blood  sugar  levels 
are  more  easily  controlled.  It  is  justifiable  to  hope  that 
this  will  lead  to  a reduction  in  the  occurrence  of  long-term 
complications. 

Jenkins  developed  the  concept  of  the  glycemic  index  of 
foods  in  order  to  elucidate  the  question  of  which  foods 
should  be  reccommended  in  the  treatment  of  diabetes.®’ 
Foods  have  been  graded  according  to  their  glycemic 
index,  i.e.,  the  area  under  the  blood  glucose  curve  after 
eating  50g  of  a specified  carbohydrate.  It  is  expressed  as 
the  percentage  of  the  response  to  a reference  carbohy- 
drate of  white  bread  or  glucose.  Leguminous  beans  have 
the  lowest  glycemic  response,  only  20%-40%  of  that  in 
white  bread.  Some  index  figures  appear  confusing:  thus 
whole  wheat  bread  and  white  bread  have  a similar 
glycemic  index.  In  view  of  all  these  uncertainties,  the 
choice  of  the  most  appropriate  foods  for  diabetics  should 
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rely  on  prolonged  feeding  studies  rather  than  on  short- 
term response  to  individual  foods  and  on  the  glycemic 
index. 

When  the  foods  for  diabetics  were  reviewed,  the  ques- 
tion of  etiological  factors  that  produce  diabetes  has  been 
reopened  after  many  years  of  little  discussion.  Inheri- 
tance is  certainly  an  important  factor  in  type  II 
(NIDDM),  but  less  so  in  type  I (IDDM).  Obesity  also  is 
an  important  etiological  factor;  this  has  been  known 
since  the  pioneer  studies  by  Joslin  in  the  U.S.  A high 
intake  of  fat  (common  in  diabetic  diets)  is  believed  to  be 
the  major  factor  in  producing  overweight  in  susceptible 
phenotypes.^®  Excessive  energy  intakes  can  be  a factor, 
but  probably  only  if  they  produce  obesity. 

Coronary  Heart  Disease 

Coronary  heart  disease  (CHD)  is  a multifactorial 
disease.  Major  risk  factors  are  elevated  blood  pressure, 
cigarette  smoking  and  high  serum  cholesterol  levels. 
Trowell  put  forward  the  hypothesis  that  a “high  con- 
sumption of  starchy  carbohydrates,  with  fiber,  is 
protective  against  hyperlipidemia  and  CHD.”^'  Vegeta- 
rians and  Seventh  Day  Adventists  generally  consume 
high  fiber  diets  but  have  low  levels  of  serum  cholesterol 
and  a low  incidence  of  CHD.  Morris,  et  al.,  observed 
British  civil  servants  and  found  that  those  who  had  more 
exercise  and  ate  more  food  developed  less  coronary  heart 
disease;  they  also  ate  more  cereal  dietary  fiber. 
Kromhou,  et  al.,  observed  a large  group  of  men  for  10 
years  and  reported  that  those  who  ate  a high  fiber  diet 
developed  less  atherosclerosis.” 

After  many  experiments  in  man  and  animals,  a picture 
begins  to  emerge  of  the  effect  of  dietary  fiber  and  fiber 
components  on  plasma  lipids.”  Some  types  of  dietary 
fiber,  such  as  oat  bran  and  corn  bran,  lower  cholesterol 
levels  but  wheat  bran  does  not.  Some  fruits,  vegetables, 
legumes  and  viscous  polysaccharides,  such  as  pectin  and 
guar,  all  lower  plasma  lipid  levels.” 

The  U.S.  Lipid  Research  Clinic’s  coronary  prevention 
trial  showed  that  a modest  reduction  in  blood  cholesterol 
levels  was  associated  with  a significant  reduction  (19%) 
of  coronary  heart  disease  deaths  after  7 years. Coronary 
death  rates  in  the  U.S.,  although  falling,  are  still  unac- 
ceptably high.  The  mean  plasma  cholesterol  level  in 
middle-age  U.S.  adults  averaged  223  mg/dl  in  1971- 
1974.”  The  U.S.  Health  and  Human  Services  goals  for 
1990  are  to  decrease  the  proportion  of  U.S.  adults  with 
mean  serum  cholesterols  above  230  mg/dl  by  at  least  50 
percent.”  The  hypocholesterolemic  effect  of  dietary  fiber 
in  fiber-rich  foods  may  prove  to  be  helpful  in  achieving 
this  objective.” 

Summary 

It  is  accepted  nowadays  that  dietary  fiber  is  an 
important  constituent  of  the  diet.  There  is  growing 
evidence  that  the  low  fiber  Western  diets  and  the  low 
consumption  of  whole  grain  products  are  important 
factors  in  several  common  diseases,  such  as  constipation 
and  other  diseases  of  the  large  bowel. 

Cereal  fiber  differs  from  that  present  in  vegetables  and 
fruit.  A low  intake  of  cereal  fiber  has  been  implicated  in 


cancer  of  the  large  bowel,  diverticular  disease  of  the  colon 
and  coronary  heart  disease.  High  fiber  diets  are  often 
prescribed  for  diabetes.  Although  fiber  consumption  by 
British  and  American  consumers  have  decreased  over  the 
past  century,  consumption  of  whole  wheat  breads  and 
fiber-rich  breakfast  cereals  has  received  new  attention 
during  the  past  ten  years. 


Editor’s  note:  General  Mills,  Inc.,  celebrates  10  years  of  publishing 
Contemporary  Nutrition  for  health  professionals  by  featuring 
Drs.  Burkitt  and  Trowell.  These  two  authors  have  contributed  so 
much  to  the  awareness,  interest  and  research  of  fiber.  The  topic  of 
the  first  issue  in  1976  was  dietary  fiber.  We  thought  it  timely  to 
review  this  important  topic  10  years  later  by  these  two  researchers. 
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Endangered  Species 

The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-cortainment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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ANALGESICS  LINKED  TO  APLASTIC  ANEMIA, 
AGRANULOCYTOSIS  RISK 


Using  certain  analgesics  increases  the  odds  of  develop- 
ing the  rare  blood  disorders  agranulocytosis  and  aplastic 
anemia,  but  the  overall  excess  risks  appear  low,  reports  a 
study  in  JAMA. 

The  International  Agranulocytosis  and  Aplastic 
Anemia  Study  involved  more  than  300  hospitals  in  seven 
countries;  Israel,  Spain,  Italy,  Hungary,  West  Germany 
(and  West  Berlin),  Bulgaria  and  Sweden.  Data  collection 
for  the  population-based,  case-control  study  began  in 
1980  and  continues  in  several  countries. 

Agranulocytosis  and  aplastic  anemia,  two  disorders  of 
the  blood  cell-producing  bone  marrow,  can  be  caused  by 
many  environmental  factors,  including  drugs.  The 
specific  risk  associated  with  particular  drugs,  however, 
was  unknown. 

The  new  study  looked  at  several  analgesics,  including 
dipyrone,  salicylates,  acetaminophen,  butazones,  indo- 
methacin  and  diclofenac,  which  are  used  for  many 
ailments.  Study  subjects  included  those  with  agranulocy- 
tosis and  aplastic  anemia  resulting  in  hospitalization  or 
occurring  during  a hospital  stay. 

For  the  study  area,  the  overall  annual  incidence  of 
agranulocytosis  for  all  causes  was  figured  at  6.2  cases  per 
million  population  and  2.2  per  million  for  aplastic 
anemia.  Researchers  then  compared  analgesic  use  by  221 
agranulocytosis  patients  and  1,425  hospital  controls  in 
the  week  before  the  onset  of  illness,  as  well  as  analgesic 
use  29  to  180  days  prior  to  hospital  admission  by  113 
aplastic  anemia  patients  and  1,724  controls. 

For  both  diseases,  researchers  found  a significant 
association  with  exposure  to  indomethacin  and  buta- 
zones, with  the  indication  that,  for  aplastic  anemia,  the 
risk  increases  with  intensity  and  duration  of  use.  For 
agranulocytosis,  the  study  also  found  a significant 
association  with  dipyrone  and  one  of  borderline  signi- 
ficance with  salicylate  use.  A significant  association 
between  aplastic  anemia  and  diclofenac  was  reported  as 
well. 


However,  estimates  of  overall  excess  risk  — the  number 
of  cases  of  disease  actually  due  to  the  drug — were  low: 
0.2  to  1.1  cases  of  agranulocytosis  per  million  (for  drug 
exposure  in  a one-week  period),  and  6.6  to  10.1  per 
million  for  aplastic  anemia  (for  exposure  in  a five-month 
period). 

The  study  did  report  some  large  relative  increases  in 
risk.  For  example,  dipyrone  users  in  some  areas  were 
about  24  times  more  likely  to  have  agranulocytosis  than 
non-users,  users  of  butazones  nearly  four  times  more 
likely  to  develop  agranulocytosis  and  nearly  nine  times 
more  likely  to  have  aplastic  anemia.  Indomethacin  users 
ran  a nearly  nine-fold  greater  risk  of  agranulocytosis  and 
about  a 13-fold  greater  risk  of  aplastic  anemia. 

“However,  it  is  more  important  to  note  that  the 
absolute  risks  associated  with  all  of  these  drugs  appear  to 
be  very  low,”  the  study  says.  It  is  these  figures  that  should 
be  used  to  gauge  the  incidence  of  blood  disorders 
attributable  to  the  drugs,  the  researchers  note. 

In  an  accompanying  editorial,  Gerald  A.  Faich,  MD, 
MPH,  Director  of  the  Food  and  Drug  Administration’s 
Office  of  Epidemiology  and  Biostatistics,  stresses  that 
point.  “Lest  the  study  be  misinterpreted,”  he  writes,  “it 
must  again  be  emphasized  that  what  counts  is  total  drug 
risk.. .gastrointestinal  and  other  organs  are  far  more 
frequently  adversely  affected  by  analgesics  than  the 
hematologic  system...  Thus,  choices  of  analgesics,  once 
the  need  for  them  is  clear,  should  not  be  made  solely  on 
the  basis  of  the  hematologic  toxicity  described  in  this 
study.” 

JAMA  October  3,  1986 


STUDY:  SUPPLY  OF  SURGEONS 
OUTSTRIPPING  NUMBER  OF  SURGERIES 


The  number  of  general  surgical  operations  in  the  U.S. 
has  increased  minimally  over  the  last  five  years  but  the 
number  of  general  surgeons  has  grown  steadily, 
according  to  a report  in  the  October  Archives  of  Surgery. 
Ira  M.  Rutkow,  MD,  MPH,  DrPH,  of  the  University  of 
Medicine  and  Dentistry  of  New  Jersey  and  the  Freehold 
Area  Hospital,  Freehold,  N.J.,  says  data  from  the 
National  Center  for  Health  Statistics  show  a 7 percent 
increase  in  general  surgical  operations  from  1979  to  1984. 
During  the  same  period,  however,  there  was  a 13  percent^ 
increase  in  the  number  of  general  surgeons,  he  says.  If  this 
trend  continues,  Rutkow  warns,  the  result  could  be  a 
decrease  in  individual  operative  workloads  and  a possible 
adverse  effect  on  the  quality  of  general  surgical  care. 


RESEARCH  YIELDS  CLUES  TO  PARKINSON’S 
DEMENTIA 


Dementia  associated  with  Parkinson’s  disease  may  be 
the  result  of  severe  neuronal  loss  in  specific  areas  of  the 
brain,  the  subcortical  nuclei,  and  not  related  to  plaques 
or  tangles  in  the  hippocampus  and  cerebral  cortex. 
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Writing  in  the  October  Archives  of  Neurology,  Helena  C. 
Chui,  of  the  University  of  Southern  California  School  of 
Medicine,  Los  Angeles,  and  colleagues  studied  the  brains 
of  four  patients  with  communication,  recall,  and 
visuospatial  problems  associated  with  Parkinson’s 
disease,  and  five  controls  with  Alzheimer’s  disease.  All  of 
the  Parkinson’s  patients  showed  substantial  neuronal 
loss  in  the  three  subcortical  nuclei:  the  basal  forebrain, 
the  substantia  nigra,  and  the  locus  ceruleus,  the 
researchers  say.  “It  seems  clear  that  dementia  in 
Parkinson’s  disease  does  not  necessarily  imply  the  co- 
existence of  Alzheimer  lesions  in  the  cerebral  cortex,’’ 
they  conclude. 

IDENTIFICATION  OF  PAPILLOMAVIRUS  CAN 
HELP  DETECT  CHILD  ABUSE 


Researchers  at  Johns  Hopkins  University,  writing  in 
the  October  Archives  of  Dermatology,  say  anogenital 
papillomas  (warts)  found  in  children  can  be  caused  by  the 
same  kinds  of  human  papilloma  virus  responsible  for 
sexually  transmitted  papillomas  in  adults.  Barbara 
Rock,  MD,  and  colleagues,  say  such  a diagnosis  often 
— but  not  always — can  be  a sign  of  child  sexual  abuse. 
TTie  researchers  studied  five  children  with  genital 
papillomas  and  identified  three  different  types  of  HPV, 
all  the  same  as  those  causing  adult  genital  warts.  Sexual 
abuse  was  suspected  in  three  cases,  the  study  notes.  But 
the  researchers  say  non-venereal  transmission  of  such 
warts  should  be  considered  when  there  is  no  evidence  of 
abuse,  when  the  lesions  are  somewhat  distant  from  the 
anal-genital  area  or  when  the  child  is  less  than  9 months 
old  when  the  lesions  first  appear. 

REGIONALIZED  PERINATAL  SYSTEM 
IMPROVES  QUALITY  OF  CARE 

A report  in  the  Ociobtr  American  Journal  of  Diseases  of 
Children  says  Iowa’s  regionalized  system  of  perinatal 
care,  which  includes  intense  educational  efforts  directed 
at  family  physicians,  general  obstetricians  and  pediatri- 
cians, has  improved  the  quality  of  perinatal  services  and 
preserved  accessibility  to  care  in  rural  areas.  Herman  A. 
Hein,  MD,  and  Susan  A.  Lathrop,  RN,  of  the  University 
of  Iowa  Hospitals  and  Clinics,  Iowa  City,  say  Iowa  expe- 
rienced fewer  neonatal  deaths  in  1982-83  than  four  years 
earlier,  with  most  of  the  decline  reported  at  community 
hospitals.  However,  the  authors  report  a shift  during  the 
period  toward  non-preventable  factors  as  the  causes  of 
neonatal  death,  with  lethal  malformations  the  leading 
cause  of  mortality. 

CYTOMEGALOVIRUS  THREATENS  FETUS 
DURING  FIRST  HALF  OF  PREGNANCY 

Women  who  experience  primary  infection  with 
cytomegalovirus  (CMV)  during  pregnancy  run  a 30  to  40 


percent  risk  of  transmitting  the  virus  to  their  unborn 
babies,  according  to  a report  in  JAMA.  Complications  or 
birth  defects  are  most  common  when  infection  occurs 
during  the  first  half  of  pregnancy,  the  report  adds. 

Sergio  Stagno,  MD,  and  colleagues,  of  the  University 
of  Alabama  at  Birmingham,  say  the  evidence  of  primary 
infection  is  seroconversion,  or  the  appearance  of  anti- 
bodies to  CMV  in  the  mother’s  blood.  The  researchers 
studied  16,218  pregnant  women  from  two  different 
income  groups  to  determine  the  incidence  of  primary 
CMV  infection  and  its  consequences  for  newborns. 

The  study  found  that  of  12,140  middle-  and  upper- 
income  women,  64.5  percent  were  seronegative  for  CMV, 
but  1.6  percent  had  primary  infections.  Among  the  4,078 
women  in  the  low-income  group,  23.4  percent  were 
seronegative  for  CMV  3.7  percent  experienced  primary 
infections.  The  rate  of  transmission  to  the  fetus  was 
similar  for  both  groups:  39  percent  and  31  percent. 

The  researchers  say  their  results  provide  preliminary 
evidence  that  primary  infection  early  in  pregnancy 
produces  the  worst  outcome.  “Of  37  infants  born  with 
congenital  CMV  infection,  only  three  (8  percent)  were 
symptomatic  at  birth,”  they  observe.  “All  three  were 
born  to  mothers  whose  primary  infection  occurred  before 
the  27th  week  of  gestation.” 

Primary  CMV  infections  accounted  for  63  percent  of 
congenital  infections  in  the  higher  income  group,  but 
only  25  percent  of  congenital  infections  in  the  lower 
income  group,  where  recurrent  infection  during  preg- 
nancy was  more  common.  Twenty-three  infants  born  to 
women  with  primary  infection  were  not  infected  before 
birth  but  14  became  infected  before  the  age  of  6 months, 
presumably  through  exposure  to  the  genital  tract  at  birth 
or  through  breast  milk. 

CMV  is  the  most  common  virus  known  to  be  trans- 
mitted in  Utero,  with  incidence  of  infection  ranging  from 
0.2  percent  to  2.2  percent  of  live  births,  the  study  says. 
Ninety  to  95  percent  of  infected  infants  are  symptom-free 
at  birth. 

“However,  sensorineural  hearing  loss,  mental  retarda- 
tion, chorioretinitis,  and  other  more  subtle  late  compli- 
cations can  be  anticipated  within  the  first  years  of  life  in 
nearly  90  percent  of  the  surviving  infants  who  were 
symptomatic  at  birth  and  in  5 percent  to  15  percent  of 
those  who  appeared  normal  at  birth,”  the  study  says. 

The  study  found  that  the  rate  of  seroconversion 
increased  significantly  in  women  after  their  first  studied 
pregnancy.  Other  reports  have  suggested  that  susceptible 
pregnant  women  may  acquire  CMV  infection  introduced 
into  the  household  by  their  young  children. 

In  a related  report,  Carol  L.  Balfour,  RN,  and 
Henry  H.  Balfour,  Jr.,  MD,  of  the  University  of 
Minnesota  Health  Sciences  Center,  Minneapolis,  say 
nurses  in  renal  transplant  or  neonatal  units  are  not  at 
increased  risk  for  contracting  CMV.  They  studied  263 
renal  transplant/  hemodialysis  nurses,  204  neonatal 
intensive  care  nurses,  225  student  nurses,  and  251  blood 
control  donors. 

“Nurses  and  nursing  students  who  practice  good 
personal  hygiene  are  no  more  likely  to  acquire  primary 
CMV  infection  than  their  peers  in  the  community,”  the 
report  says.  It  also  points  out  that  most  people  are 
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infected  with  CMV  sometime  during  their  lives,  but  that 
it  usually  causes  only  minor  “mono”-like  symptoms. 
“These  infections  are  inconsequential — unless  they 
involve  the  immunocompromised  host  or  the  unborn 
child,”  the  researchers  conclude. 

JAMA  October  10,  1986 


STUDY:  SPORTS  GENDER  TEST  UNFAIR  AND 
INACCURATE 


The  current  “gender  verification”  test  required  of 
female  athletes  at  the  Olympics  and  other  sports  compe- 
titions is  inaccurate  and  unfair,  according  to  a report  in 
JAMA. 

If  sports  organizations  are  to  pursue  “gender  verifica- 
tion,” they  first  should  define  the  aim  of  such  tests,  then 
carefully  plan  the  techniques  to  be  used  to  reach  that 
goal,  suggests  the  study’s  author,  Albert  de  la  Chapelle, 
MD,  of  the  University  of  Helsinki. 

Gender  testing  for  female  athletes  began  with  the  1968 
Olympic.  The  aim  generally  is  assumed  to  be  the 
exclusion  of  males  or  other  competitors  whose  body 
structure  or  muscle  strength  are  of  “male  type”,  or  who 
are  otherwise  abnormally  strong  and  thus  have  an  unfair 
advantage  over  other  females  or  “female  type”  individuals. 

The  test  involves  screening  a scraping  of  cheek  cells  for 
sex  chromatin,  genetic  material  that  indicates  the  number 
of  sex-determining  chromosomes.  For  example,  normal 
females,  who  have  an  XX  46th  chromosome,  test  positive 
for  X chromatin  and  normal  males,  with  a 46, XY, 
negative. 

But  this  test  reveals  only  a small  number  of  individuals 
whose  muscle  strength  or  body  build  gives  them  an  unfair 
advantage,  de  la  Chapelle  says.  For  example,  he  says,  it 
cannot  disclose  the  use  by  normal  females  of  supposed 
muscle-building  anabolic  steroids,  and  it  will  fail  only  a 
small  proportion  of  abnormal  females  — likely  less  than 
10  percent — with  acquired  or  congenital  conditions  that 
may  lead  to  increased  muscle  strength.  However,  females 
with  other  congenital  chromosome  disorders  or  abnormal 
conditions  that  do  not  lead  to  abnormal  muscle  strength 
will  fail  the  chromatin  test,  the  study  notes.  Such 
conditions  include  Turner’s  syndrome  (45, X,  no  46th 
chromosome),  testicular  feminization  (46, XY)  and 
gonadal  dysgenesis  (also  46, XY).  And  phenotypic  males 
with  certain  chromosome  disorders  (46, XX  or  47,XXY) 
pass  as  females  on  X chromatin  screening,  de  la  Chapelle 
says. 

The  concept  of  gender  or  sex,  the  study  concludes,  can 
be  considered  to  have  four  components:  chromosomal 
sex,  gonadal  sex,  secondary  sex  characteristics  and 
psychosocial  sex  or  gender  identity.  In  normal  indivi- 
duals, all  four  are  in  concordance.  In  a number  of 
congenital  and  acquired  conditions,  one  or  more 
components  are  at  variance  with  the  others,  the  study 
says. 

“What  determines  whether  an  individual  should  be 
allowed  to  compete  in  women’s  events  is  mainly  the 
psychosocial  sex  (appearance  and  behavior)  and  the 


secondary  sex  characteristics  (muscles  and  boby),”  he 
says.  “The  fundamental  failure  of  sex  chromatin 
screening  of  female  athletes  is  that  it  determines  the  least 
relevant  parameter  of  sex  in  this  context,  i.e.,  chromo- 
somal sex.” 

In  an  accompanying  editorial,  Joe  Leigh  Simpson, 
MD,  of  the  University  of  Tennessee,  Memphis,  echoes  de 
la  Chapelle ’s  summary  of  the  sex  chromatin  test’s  short- 
comings and  urges  the  International  Olympic  Committee 
“for  humane  as  well  as  practical  reasons”  to  reconsider 
its  use  for  gender  verification.  “Eliminating  screening 
would  probably  have  little  or  no  practical  effect,  and  it 
might  restore  a few  personal  dignities,”  he  says. 

JAMA  October  10,  1986 


GENETIC  LINK  IN  ABDOMINAL 
AORTIC  ANUERYSMS 

Close  relatives  of  patients  with  abdominal  aortic 
aneurysm  (AAA),  a common  disease  of  the  elderly, 
appear  to  be  at  much  higher  risk  for  developing  this 
condition  themselves,  says  a report  in  JAMA.  Kaj  Johansen, 
MD,  PhD,  and  Thomas  Koepsell,  MD,  MPH,  of  the 
University  of  Washington,  Seattle,  compared  family 
histories  of  250  patients  with  AAA  and  250  controls.  Of 
the  controls,  2.4  percent  had  a parent,  sibling  or  offspring 
with  an  aneurysm,  compared  with  19.2  percent  of  the 
AAA  patients.  This  translates  to  an  estimated  nearly  12- 
fold  greater  risk  of  AAA  among  people  with  an  affected 
close  relative,  the  study  says.  Non-invasive  screening  to 
detect  early  AAA  formation  may  be  warranted  in  such 
people,  it  concludes. 

JAMA  October  10,  1096 


ABNORMAL  BREATHING  PATTERN  IN  INFANTS 
OF  DRUG-ABUSING  MOTHERS 


Infants  born  to  opiate-abusing  mothers  run  a five  to 
10-fold  greater  risk  of  dying  of  sudden  infant  death 
syndrome  (SIDS),  but  few  studies  have  examined  the 
reason  for  this  or  looked  at  SIDS  risk  in  infants  born  to 
non-opiate  abusers.  Now,  a report  in  OciohQx'?,  American 
Journal  of  Disease  of  Children  suggests  abnormal 
breathing  patterns  during  sleep  may  be  involved.  Sally  L. 
Davidson  Ward,  MD,  of  Children’s  Hospital  of  los 
Angeles,  and  colleagues,  performed  overnight  pneumo- 
grams (respiratory  pattern  recording  and  electrocardio- 
gram) on  27  infants  whose  mothers  used  various  drugs, 
and  on  43  healthy  controls.  More  than  30  percent  of  the 
drug  users’  infants  had  abnormal  pneumograms  com- 
pared with  9 percent  of  the  controls.  Abnormalities 
included  longer  total  sleep  time  and  periods  of  apnea,  and 
lower  mean  heart  rate. 
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Mammography  can  detect 
breast  cancers  even  smaller 
than  the  hand  can  feel. 


For  too  many  years  breast  cancers  that 
could  have  been  cured  could  not  be  found. 
The  only  means  available  was  the  human 
hand.  When  mammography  (low-dose  x-ray 
examination)  proved  it  could  detect  lumps  in- 
finitely smaller  than  fingers  could  feel,  at 
minimal  risk,  a great  breakthrough  was 
achieved.  Now  there  is  hope  that  the  leading 
cause  of  cancer  deaths  in  women  will  lose  its 
place  in  outlives. 

Women,  without  symptoms  of  breast 
cancer,  ages  35  to  39,  should  have  one  mam- 


mogram for  the  record;  women  40  to  49 
should  have  a mammogram  every  one  to  two 
years,  and  women  50  and  over,  once  a year. 
All  women  are  advised  that  monthly  breast 
self-examination  is  an  important  health  habit. 
Ask  your  local  Cancer  Society  for  free  infor- 
mation on  mammog- 
raphy and  breast  self- 
examination. 

The  American 
Cancer  Society  wants 
you  to  know. 
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Mammography  can  detect 
breast  cancers  even  smaller 
than  the  hand  can  feel. 


For  too  many  years  breast  cancers  that 
could  have  been  cured  could  not  be  found. 
The  only  means  available  was  the  human 
hand.  When  mammography  (low-dose  x-ray 
examination)  proved  it  could  detect  lumps  in- 
finitely smaller  than  fingers  could  feel,  at 
minimal  risk,  a great  breakthrough  was 
achieved.  Now  there  is  hope  that  the  leading 
cause  of  cancer  deaths  in  women  will  lose  its 
place  in  our  lives. 

Women,  without  symptoms  of  breast 
cancer,  ages  35  to  39,  should  have  one  mam- 


mogram for  the  record;  women  40  to  49 
should  have  a mammogram  every  one  to  two 
years,  and  women  50  and  over,  once  a year. 
All  women  are  advised  that  monthly  breast 
self-examination  is  an  important  health  habit. 
Ask  your  local  Cancer  Society  for  free  infor- 
mation on  mammog- 
raphy and  breast  self- 
examination. 

The  American 
Cancer  Society  wants 
you  to  know. 
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Only  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
duodena!  ulcers 

Heats  active  duodena!  ulcers  after  4 weeks 
in  most  patients  *^ 

ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150  mg  b.i.d.  292/345  85%) 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  maybe  higher  with  ZANTAC  150  mgb.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b.i.dZ 
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ranitidine  HCI/Glaxo 


300 mg  tablets 


Once-daify  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mgb.i.d.^^ 

Headache-sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cuiar.  Gi.  hepatic,  and  mtegumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 


ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavaiiabiUty  of  certain  medications  whose 
absorption  is  dependent  on  a tow  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered. 
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It  IS  not  known  exactly  how  much  acid  inhibition 
s needed  to  heal  ulcers 


Glaxo 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a-ni^tt  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  SOOmgisuefs 


Two  effective 
regimens  to  treat  active 
duodenai  uicers: 


References:  1.  Data  available  on  request,  Glaxo  Inc  2.  Ireland  A, 
Cohn  Jones  DG.  Gear  R et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers  Lancet  1984;2  274- 
275.  3.  Colin- Jones  DG.  Ireland  A.  Gear  R et  al  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984  77 
(suppi  5B)  116-122 

ZANTAC  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing IS  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC"  is  indicated  in 

1 Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastoc^osis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERO)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer,  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  m the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-ltnked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavai  lability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH  dependent  effect  on  absorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg'kg  day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1.000  mg  kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  m other  age 
groups. 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
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The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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tiurazepam  HCI/Roche  (iy 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  owakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medicol 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  leost  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessory  or  recommended  Repeoted  therapy  should  only 
be  undertaken  with  appropriote  potient  evaluation 
Contraindications:  Known  hypersensitivity  to  tiurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
odministered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  tetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  tiurazepam  Instruct 
potients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  potients  obout  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  oddiction-prone  individuals  or 
those  who  might  increase  dosoge 
Precautions:  In  elderly  and  debilitated  potients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precoutions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepotic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness, 
stoggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitoted  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicotive  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  apprehension, 
irritobility  weakness,  palpitations,  chest  pains,  body  and  joint 
poms  and  GU  complaints  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
ditticulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexio,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  holluci- 
nations,  ond  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphotase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  tlurozepom 
HCI 

Roche  Products  Inc. 

Monati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morningj  ® And  yoa're  satisfied  by  the  exceptionally 
wide  margin  of  safety  ^ ^ As  always,  caution  patients  about 
driving  or  drinking  alcohol. 


Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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